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TWO NEW PERSPECTIVES IN HEART DISEASE* 


The Electrocardiogram Versus 
the Ballistocardiogram 


Leon Pordy, M.D. 
Arthur M. Master, M.D. 


NEW YORK, N. Y. 


The introduction and widespread application of graphic methods in cardiology 
have aided in clevating this field almost to the level of an exact science. In the past 
the electrocardiogram has been preeminent in this regard and the ballistocardiogram 
has been added more recently. The comparative value of these two objective methods 
in cardiac diagnosis is the subject of the following discussion. 

It should be emphasized that the electrocardiogram is a tracing of the clectrical 
events of the cardiac cycle and, as recorded clinically, it represents changes in elec- 
tromotive force or voltage. The ballistocardiogram, on the other hand, reflects 
body movements induced mechanically by the contraction of the heart and surge of 
blood with each cardiac cycle. Therefore, in any comparison between results of the 
electrocardiogram with those of the ballistocardiogram, one must constantly bear in 
mind the fact that the former represents changes in the clectrical field, whereas the 
latter depends upon mechanical motion. Thus, one may expect at the outset that 
correlation of results with the two methods will not be perfect. 

With increasing routine use of the electrocardiogram, many problems in cardiol- 
ogy may be solved easily; notably differential diagnosis of the arrhythmias. With 
the aid of the clectrocardiogram, one may distinguish accurately auricular, A-V nodal 
and ventricular premature beats and illustrate graphically the differences between 
sinus arrhythmia and auricular fibrillation. The source of origin of the tachycardias 


* Two New Perspectives in Heart Disease include the two papers ‘The Electrocardiogram Versus the 
Ballistocardiogram,’’ which deals with cardiac diagnosis, and “The Changing Outlook in Heart Disease 
(page 59), which presents the effect of newer developments in therapy from an insurance viewpoint 


+ From the Cardiographic Laboratory, The Mount Sinai Hospital, New York, New York, 
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sinus node, auricle, A-V node, or ventricle may be detected by the electrocardi- 
ographer with facility. The electrocardiographic findings of auricular flutter are 
specific for this condition as they are for partial and complete heart block. 

When applied to coronary occlusion, pathognomonic Q waves have made the elec- 
trocardiogram invaluable in establishing this diagnosis. Thus, in the first coronary 
occlusion, the clectrocardiogram will give the specific location--such as anterior 
myocardial wall and /or anteroseptal, posterior, diaphragmatic or inferior, and lateral 
wall infarction. With subsequent infarction due to later coronary occlusion, the 
electrocardiogram may fail to give demonstrative evidence. In many cases with 
repeated coronary occlusion in the same vessel, the electrocardiogram may record 
larger and /or wider Q waves with cach succeeding attack. The RS-T segment cleva- 
tions and T wave inversions usually noted with coronary occlusion unfortunately 
are not specific for this condition. 

The electrocardiogram is specific for acute pericarditis, i.¢., at first there are noted 
RS-T segment elevations over the area involved and later T wave alterations, without 
Q waves. It must be remembered that many normal individuals show similar RS-T 
segment clevations without heart disease. Thus, the finding of RS-T segment cle- 
vations in patients with previously normal RS-T segments would be significant, 
whereas this finding in a single tracing without previous reference record would be 
less valuable, Follow-up tracings are even more helpful in this regard. 

The eclectrocardiogram is also useful in the diagnosis of ventricular hypertrophy; 
that is, right-sided as opposed to left-sided enlargement. However, the typical left 
axis deviation and left ventricular preponderance pattern occasionally may not be 
found in cases with proven left ventricular hypertrophy. Moreover, in cases of 
combined ventricular hypertrophy, right and left, the clectrocardiogram may reveal 
a normal electrical axis, and fail to yield the specific characteristic information. In 
patients with cor pulmonale, the tall P waves and right ventricular preponderance 
patterns in the clectrocardiogram are typical. 

The main drawback clinically in current application of the clectrocardiogram lies 
in the fact that the routine 12 lead tracing may be entirely normal in a high per- 
centage (25-60 per cent) of patients with organic heart disease.' All too often a 
patient will be given completely erroneous reassurance of the absence of cardiac 
disease on the basis of a normal electrocardiogram. This has led to the current 
popularity of the Master “‘ two-step’’ exercise clectrocardiogram® for the detection of 
coronary insufficiency on effort. This procedure is valuable, of course, when the 
result is positive. However, its greatest virtue lies in the practical, although not 
infallible, exclusion of coronary insuthciency in patients with negative tests. 

Since various clements of the tracing, especially the T waves, may be relatively 
unstable, one must interpret electrocardiographic alterations with caution and only 
in relation to the clinical case at hand. For example, the marked inversion of T 
waves which is considered characteristic of myocardial damage (anoxia) may occur 
in normal individuals as a postural change or in many patients with functional 
cardiac disturbance in the absence of heart disease. Patterns such as the Wolff- 
Parkinson-White, right bundle branch block, and even left bundle branch block not 
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too infrequently occur in patients without cardiac disease, and incorrect application 
of such findings will lead to unwarranted cardiac neurosis. 


The ballistocardiograph,’: ‘* a newer important graphic method for cardiac 
diagnosis, yields information on the basis of body motion related to events of the 


As has been stated, interpretation of these graphic records depends 


cardiac cycle. 
An important factor ts the 


upon consideration of the clinical status of the patient. 
age of the individual. Thus, in electrocardiography, evidence of right ventricular 
preponderance and or T wave inversion in leads V, through V, is a norma! finding in 
infants and children, whereas these are distinctly abnormal in adults. In ballisto- 
cardiography, the tracing is considered normal or abnormal depending upon wave 
form, regardless of the age of the patient. However, the incidence of abnormal 
ballistocardiograms in normal patients under 50 years of age ts so low that an ab- 
normal tracing in this age group ts considered significant of cardiovascular abnor- 
mality, whereas a normal tracing would be expected routinely. On the other hand, 
the incidence of abnormal ballistocardiograms in“ normal’’ patients, 50 years of age 
This may be the earliest evidence of cardiac damage 


and over, is relatively higher. 
In any event, a normal tracing in this 


or may reflect the physiologic aging processes. 
older age group would therefore be of more diagnostic significance, indicating a 
normally functioning cardiovascular system, 

The authors do not consider ballistocardiographic abnormalities as specific for any 
one disease entity. For example, the short or absent K wave characteristic of co 
arctation of the aorta may also be found in other states such as shock. On the other 
hand, any particular abnormality such as absent I or notched J waves may be found 
in a variety of cardiac disorders which interfere with mechanical cardiovascular 


etherency. 

The greatest application of ballistocardiography lies in the field of early diagnosis 
of coronary disease. The resting ballistocardiogram may yield the earliest objective 
evidence of coronary artery disease in many cases which display electrocardiographic 
abnormalities years later. The close correlation between abnormal ballistocardio- 
grams and abnormal ‘two-step’ tests in patients with angina pectoris and normal 
resting clectrocardiograms is important in this regard. In patients with coronary 
disease and abnormal resting clectrocardiograms, the incidence of abnormal ballisto- 
cardiograms is 93 per cent, regardless of age of the patient. Moreover, the use of the 
exercise ballistocardiogram enhances its diagnostic valuc 

One must bear in mind that the ballistocardiogram reflects the mechanical and, 
therefore, the functional state of the cardiovascular system. Therefore, in patients 
with previous myocardial infarction, the ballistocardiogram may return to normal 
in 19 per cent of the cases, indicating complete functional recovery, whereas the 
diagnostic Q waves of the clectrocardiogram may be permanent and not change 
despite clinical improvement. 

Factors such as peripheral vascular disease and arterial hypertension may alter the 
ballistocardiogram and thereby limit its cardiac diagnostic value in such cases. 
Other authors, however, state that the ballistocardiogram correlates extremely well 


with the progress of hypertensive heart disease, i.c., the hypertensive patient's 
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clinical status deteriorating, the ballistocardiogram reflects this change by becoming 
more abnormal and vice versa. 

In patients with congestive heart failure, the clectrocardiogram usually remains 
normal or abnormal, as the case may be, despite clinical recovery. In such patients, 
especially with full digitalization, return of the ballistocardiogram to normal may 
occur, and thus the latter can be used prognostically. 

Technic for these graphic methods in cardiac diagnosis is important. The elec- 
trocardiographs for a long time have become standardized in their clinical applica- 
tion. Likewise, with the Pordy dual ballistocardiograph,® a calibrated standard 
apparatus is available for reproducible records of the Dock type‘ for clinical use. As 
one must label electrocardiographic leads (CF, CR, CL, or V,, for example) so one 
must utilize a standardized technic in ballistocardiography. 

The findings of electrocardiography have been established empirically over the 
years and have been validated later by correlation with pathologic reports. The 
findings in ballistocardiography correlate well with clinical facts, and it is hoped 
that pathologic data in the future will substantiate its clinical value. 


SUMMARY AND CONCLUSION 


1. The comparison between the clectrocardiogram, the “' two-step’ exercise elec- 
trocardiogram, and the ballistocardiogram is outlined. 


2. These graphic technics must be correlated at all times with the clinical status 
of the patient to achieve diagnosis and prognosis of cardiac disease. 
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The Changing Outlook in Heart Disease 
AN INSURANCE VIEWPOINT 


Richard Gubner, M.D.* 
Harry E. Ungerleider, M.D.4 


NEW YORK, N, Y. 


Until recent years recognition of heart disease meant not only a diagnosis but a 
sentence, foreboding a sedentary and presumably brief future. Today this viewpoint 
has vastly changed. In large part the improved outlook in heart disease is due to 
therapeutic advances. Equally significant has been a better knowledge of the natural 
course of heart disease, and the awareness that many types of cardiac disorders are 
compatible with a relatively normal longevity 

Nowhere perhaps is the change in outlook in heart disease better illustrated than 
in coronary artery disease. Until recently the individual with coronary artery 
disease was viewed as an untouchable in Life Insurance Medicine. Today the situa- 
tion 1s changed, for even though it is not voluntary, we recognize that we are 
regularly underwriting the lives of insurance applicants with coronary artery disease 

The fact of the matter is that a majority of individuals who attain and pass the 
age of fifty have coronary artery disease. This was clearly shown in the study re- 
ported a few years ago by White, Edwards, and Dry of the Mayo Clinic,' who found 
in autopsies on a series of individuals who had died from causes other than heart 
disease that severe grades of coronary sclerosis were present in fully two thirds of 
the subjects over the age of 50; and among these, a very significant proportion had 
coronary artery occlusion, 

Clinically, this is substantiated in various ways. Elsewhere*® the authors have 
presented evidence of the frequency with which the ballistocardiogram is abnormal 
in the later years of life, and in some measure at least the impaired force of the heart 
must reflect myocardial disease accompanying coronary artery narrowing in older 
persons. A few years ago, the authors reported the findings of a study carried out to 
see how frequently they could diagnose arteriosclerosis clinically.’ Arteriosclerosis 
is really a diagnosis they established only by its effects. One does not demonstrate 
its presence, except by the direct evidence of calcification. Pathologically, it has 
been known for some time that calcification is much more common in the abdominal 
aorta than clsewhere. In a series of unselected insurance applicants, x-ray studies 
were made of the abdominal aorta and iliac vessels, both in the frontal and lateral 
projections. The authors were able to show calcification of the abdominal aorta in 
a surprisingly large number of ostensibly well individuals over the age of 35, par- 
ticularly in older decades. 

Within the last few years, a great deal of attention has been paid to tests for de- 
termining the predilection to coronary disease. The serum cholesterol level, of course, 
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is inadequate in itself, although marked clevation undoubtedly is associated with 
susceptibility to coronary disease. Conutrarywise, a. very low level of serum choles- 
terol does appear to be of some significance in conferring protection. But there is 
much more to the development of arteriosclerosis than the serum cholesterol alone, 
and various serum lipid relationships have been studied. These include the choles- 
terol to phospholipid ratio, the ultracentrifugal flotation characterization of lipo- 
proteins, the ratio of beta as compared to alpha globulins, and the chylomicron index. 
All of these apparently, when abnormal, are associated with a predilection to cor- 
onary disease. In what measure any of these will prove useful in presaging coronary 
disease remains for future appraisal. 

In addition to serum lipid abnormalities, a mesomorphic body constitution ap- 
| parently reflects a predisposition to coronary disease. In connection with body con- 
stitution, one point is worth emphasizing, and that is we have been unable to verify 
the long-believed idea that obesity in itself causes coronary disease. It is the authors’ 
belief that the relation of obesity to coronary disease is mediated largely by the 
greater incidence of hypertension and diabetes in obesity. Obesity in itself, un- 
complicated by hypertension or diabetes, does not impose any particularly great 
tendency to atherosclerosis. 

The authors have been unable to demonstrate any abnormality, such as serum cho- 
lesterol deviation, in overweight individuals; and they conclude that there is no basis 
to view the obese as differing from normal in any way except in the amount and type 
of the food consumed, and the mechanical liabilities caused by their excess 
poundage. Such excess weight in cardiovascular disease, and ensuing mortality that 
the uncomplicated obese individual sustains, can be attributed to the nature of the 
diet rather than any metabolic abnormality. The obese person, by and large, is one 
who consumes an excess not only of calories, but of fat and salt as well, which are 
unquestionable factors in atherogenesis and hypertension. Although coronary dis- 
ease and hypertension are rare in ethnic groups that consume little fat and salt, obesity 
is never rare in the absence of famine; so that it may not be obesity itself but the way 
in which one becomes obese that determines vulnerability to cardiovascular disease. 

Acknowledging the prevalence of coronary disease in the American population, 
our problem is to distinguish the ominous type of coronary disease from the type 
that is relatively benign and compatible with a fairly decent longevity. And this 
is indeed a difficult task and one which cannot be answered satisfactorily at the 
present time. 

Of course, the occurrences of myocardial infarction and angina pectoris are indices 
of a severe type of coronary disease and form a very reasonable basis for declination 
among insurance applicants, which has been well documented by mortality experi- 
ence. Individuals who survive myocardial infarction, for a period of time, may 
eventually become insurable at a high substandard rating, as was shown in a study 
conducted at the Mutual Life Insurance Company. 

In substance, coronary disease is an uninsurable situation in the presence of coro- 
nary insufficiency or fairly recent myocardial infarction. The latter usually leaves 
some residue in the electrocardiogram. Coronary insufficiency is a difficult problem. 
The majority of cases with organic angina pectoris have normal clectrocardiograms 
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at rest. It is only with the exercise, or an anoxemia test- the exercise 1s a much 
simpler test that coronary insutliciency can be detected. It 1s a valuable test when 
properly carried out with attention to criteria. 

The problem is that of getting the test performed in insurance selection. It this 
test were employed on a wider basis, there would be a much more valid selection of 
older age groups who apply for insurance. In the authors’ experience the ballisto- 
cardiogram is only of negative value in the sense that a norma! ballistocardiogram 
implies a relatively intact myocardium, 

The question that comes up in coronary disease is the significance of electrocardio- 
graphic abnormalities which are not so specific of extensive disease. One of these, 
for example, is bundle branch block. Classically considered an ominous sign with 
very brief life expectancy, the authors found in a fairly extensive series of cases that 
right bundle branch block unattended by other abnormalities has a mortality rate 
only 21 per cent above normal.‘ Left bundle branch block unattended by other 
abnormalities carries an excess mortality rate of 46 per cent. This ts a tar lower 
mortality than was formerly believed. These cases are now insurable in the younger 
age groups. Older subjects are also insurable but at high substandard ratings 

Not all eclectrocardiographic abnormalities lend themselves to a clear analysis of 
mortality experience. T wave abnormalities, probably the commonest encountered, 
can be produced by almost endless causes, some innocuous— such as a change in the 
position of the heart, others of graver portent. Unless a clear cut basis for T wave 
abnormalities is elicited, one has no alternative in insurance selection but to view 
major T wave changes as an indication of myocardial disease. Although there is no 
close correlation between the degree of clectrocardiographic changes and the extent 
of cardiac involvement, it must be construed that a significant T abnormality, such 
as inversion in lead 1, reflects a fairly diffuse disease process. Individuals with such 
abnormalities cannot be viewed favorably for insurance contracts 

In general, the conclusion might be drawn that where one sees multiple evidence 
of myocardial disease in older subjects in the form of heart murmurs, abnormal ballis- 
tocardiograms, and significant clectrocardiographic abnormalities ctc., these cases 
must be viewed unfavorably. And where there are individual changes without evi 
dence of marked involvement, one can perhaps, recognizing that we in insurance are 
taking a number of these people anyway, accept such individuals with a substandard 
rating. 

Turning to practical advances in therapy in coronary disease there is not too 
much of a spectacular nature to look back on over the past 10 or 12 years. Anti- 
coagulants have received tremendous emphasis overemphasis many would say, 
The authors believe that the committee report of the American Heart Association ts 
not one which ts subscribed to widely by practicing cardiologists. The value of anti- 
coagulants is limited to individuals who have an attack of myocardial infarction with 
shock which predisposes to thrombosis and embolization, those who have very ex- 
tensive infarction, as indicated by very diffuse electrocardiographic changes, and who 
have a severe clinical picture, individuals who go into congestive failure, and finally 
those who have recurrent attacks of infarction. But the ordinary common type of 
myocardial infarction, where pain responds rapidly to morphine and the patient feels 
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well after staying in bed two or three days, does not require anticoagulants, and 
sometimes the hazards outweigh the advantages. 

Indeed, the hazards of anticoagulant therapy, particularly dicumarol, are greatest 
precisely where their use is most indicated, in cases with shock and heart failure. 
Due probably to impaired liver function, there is an unusual sensitivity to dicumarol 
so that the average doses may cause extreme prolongation of the prothrombin time 
for protracted periods and serious hemorrhage. In such circumstances tt is preferable 
to employ heparin as an anticoagulant and to administer dicumarol or another 
similarly acting agent only when the patient is no longer in shock and heart failure. 

One category which indicates anticoagulants is that of impending myocardial in- 
farction, which can be recognized by an attentive clinician. A patient who develops 
a syndrome of pain on activity, or even at rest, for a period of a few weeks may be 
viewed to have an impending coronary occlusion. The authors’ experience has led 
them to believe that in such circumstances if anticoagulants are given for a few weeks 
this precaution will stave off attacks, and they believe that this is a most useful 
application for the field of anticoagulants. 

It is most important to recognize that the individual with an impending infarct 
may present an entirely negative clinical picture, and that even the clectrocardio- 
graphic responses to exercise may be perfectly normal. The authors have had four 
such personal experiences where patients developed infarcts within a few days after 
a negative clectrocardiographic exercise test. 

If infarction is suspected, a negative electrocardiogram should not dissuade one 
from the diagnosis. It has been pointed out often enough that the tracing may be 
negative on the day of the attack and that serial clectrocardiograms may be neces- 
sary, but there are a few additional observations that might be added from the 
authors’ experience. Electrocardiographic changes may be slight, transitory, and 

easily overlooked in infarction. The authors have seen cases where the only indica- 
tion was a high pointed T wave, or a change confined to one lead such as the aVL 
or V2 lead, or where V leads were entirely negative and only the CF leads showed 
evidence of acute involvement. 

Since precordial pain due to coronary disease so often is unaccompanied by 
objective evidence of myocardial disease, especially residual evidence after the acute 
attack, one must not dismiss a history of chest pain summarily because there are no 
abnormal cardiac findings. Although one recognizes that in the greater number of 
cases chest pain is the result of other causes than heart disease, in insurance medicine 
conservatism is necessary. It is the authors’ opinion that where a history of unex- 
plained chest pain within the preceding two years is given by male insurance appli- 
cants over the age of 35, or females above $0, insurance contracts should not be offered 
despite negative cardiovascular findings. 

In the treatment of the actual attack of infarction, the authors do not believe 
therapy today ts very much better than it was a number of years ago. One specific 
measure, perhaps, has been the use of norepinephrine or other pressor agents to com- 
bat the shock of acute myocardial infarction. There have been cases very definitely 
saved by this procedure, although of course if the infarction is extreme, they can be 
sustained only for a short period of time. But there are cases that can be tided over. 
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A very significant advance in management of myocardial infarction is the now 
general recognition that patients need not be confined to bed for an arbitrary period 
of six weeks; indeed if the attack is mild, there 1s doubt if it is necessary to confine 
a patient entirely to bed beyond a few days. Regardless of individual preferences, 
convalescense for the coronary is now greatly abbreviated and the vast majority can 
resume work and a relatively uarestricted life within a few months. Not the least of 
benefits deriving from this has been a minimizing of psychologic invalidism which 
formerly came to obsess the patient with myocardial infarction. 

The authors stress the point that drugs in coronary disease are without value. 
This applies to the whole variety of vasodilator compounds, right down the line. 
Nitroglycerin will temporarily dilate the coronary arteries, but it is of little value 
outside of its use in angina pectoris. One may state categorically that none of these 
drugs have any substantial effect on improving coronary circulation. 

One hopeful aspect in the last two or three years, although the authors doubt 
that it will come to occupy an important place in this disease, has been the pro- 
cedure of arterialization of the coronary sinus devised by Claude Beck. It will take 
many years to evaluate such cases. The authors feel that none of them will be seri- 
ously considered for insurance selection for a long period to come, particularly since 
few cases other than those with intractable angina pectoris or recurrent coronary 
occlusion are being submitted to this procedure. 

Other surgical procedures, such as cardiopexy or vascularizing the pericardium, 
have been more widely practiced. They have a less logical basis. The ischemia of 
coronary disease is basically deep in the myocardium in the left ventricle, and vascu- 
larizing the pericardium doesn't help very much, One can view with some skepti- 
cism reports of improvement in such patients. That procedure has now been prac- 
ticed for some time, but has not gained too great a number of adherents 

In rheumatic fever and rheumatic heart disease, the outlook has changed greatly 
in the past few years. It is chastening sometimes to go back over mortality statistics 
before the new miracle drugs appeared on the horizon. Rene Dubos did that in the 
field of tuberculosis a year or two ago, and he pointed out that a very profound decline 
in mortality from tuberculosis was taking place long before the advent of strepto- 
mycin and pneumothorax, or for that matter even before Robert Koch found the 
tubercle bacillus. This resulted from changes in the standard of living and public 
health improvements. 

The same situation has prevailed in rheumatic fever. The mortality of rheumatic 
fever, including rheumatic heart disease, was one-third less in 1930 than it was 
in 1920. Nothing of importance had happened therapeutically during that time 
In 1940, it had been cut a further third, in other words, two-thirds less than in 1920; 
by 1950 the mortality rate was half that again of what it was in 1940. A very pro- 
found change has taken place in the picture of rheumatic heart disease and rheumatic 
fever during the last 30 years, and 1950 still marked a precortisone, precorticotropin 
era, so that we can anticipate even further changes now as time goes on. 

Actually, this is just about as significant a drop as occurred, for example, in the 
case of pneumonia. It is of interest in this connection to review the monumental! 
study of Bland and Jones® of a 20 year follow-up of rheumatic fever. Briefly, these 
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are some of the pertinent findings. Two thirds of youngsters with attacks of rheu- 
matic fever survived 20 years. One-half only were left with signs of rheumatic heart 
disease. Three fourths of the survivors had little or no limitation of activity. The 
most ominous finding in retrospect, during the attack of rheumatic fever, was con- 
gestive heart failure, or an enlarged heart during the attack, associated with 80 per 
cent mortality over the 20 year period; and following that pericarditis, which was 
associated with a 63 per cent mortality, rheumatic nodules a 41 per cent mortality, 
arthritis 21 per cent, and chorea—only 12 per cent. 

However, these statistics apply to rheumatic fever in children. An important 
point which is useful to those who practice insurance medicine, and which is not 
made often enough clinically, is that rheumatic fever in children is quite a different 
disease than it is in adults. In children, we commonly see the protracted smouldering 
type of rheumatic fever. In adults, or adolescents, rheumatic fever is much more apt 
to be an acute polyarthritis, leaving much less cardiac residue. During the war 
years, one of the authors had occasion to study a large group of rheumatic fever cases 
in young adults, and he was misled in appraising therapy because of the relatively 
benign course of rheumatic fever in young adults. 

Formerly, it was thought that what made rheumatic fever so bad was recurrent 
attacks, that each attack took a further bite out of the heart. That concept has 
changed somewhat. The greatest damage done in rheumatic fever is done during the 
initial attack, and that usually determines the future pattern of the disease. 

An important point brought out in Bland and Jones’ study, and in other studies 
as well, is that the recurrence rate of rheumatic fever is about 1 in § in the first five 
years after the initial attack. This is much less than in the case of adults. 

Rheumatic heart disease, despite immense therapeutic improvement, is here to 
stay. One reason is that fully 50 per cent of subjects with rheumatic heart disease 
give no history whatever of having had acute rheumatic fever. It is the authors’ 
experience that this is much more the case with aortic valvular lesions than it is 
with mitralvalvular lesions. 

Measures which have helped to control rheumatic fever have been of several types. 
Prophylaxis was well-established during the sulfonamide era. Sulfonamide pro- 
phylaxis is just as effective as penicillin prophylaxis. With a high recurrence rate 
being confined to the first five years, prophylaxis for five years after an initial attack 
in a child is considered adequate and certainly should be carried out; whether with 
penicillin or sulfa drug is not important. 

In subjects who have acute streptococcal infections, however, the story is some- 
what different. It has been adequately shown that penicillin will inhibit antibody 
production if given during an attack of hemolytic streptococcal sore throat. Sul- 
fonamides do not do that, if one is already dealing with a sore throat. Penicillin is 
undoubtedly much more active in this respect. 

In established rheumatic fever, of course, antibiotics are of no value whatever. 
One is dealing with tissue response, not with an active infection. ACTH and corti- 
sone have doubtless been viewed too enthusiastically as is so common with new 
drugs, and the perspective today is quite different from what it was when the results 
were first reported. ACTH and cortisone are of definite value in an early attack of 
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acute rheumatic fever. They are of no value, or very little value, in the long chroni- 
cally active types of rheumatic carditis. ACTH and cortisone are of value in precisely 
the same type of rheumatic fever case where salicylates are of value, and the evidence 
has now become something more than a suspicion. The action of large doses of 
salicylates in rheumatic fever is mediated by activating the corticotropin mechanism 
of the pituitary to produce compounds E and F in the adrenal. There has been very 
substantial evidence along that line; and an abundant literature has accumulated 
concerning this relationship. 

When valvular lesions are established, insurability varies depending on the lesion 
and the degree of cardiac involvement. The authors feel that perhaps they have 
been a little hard in insurance selection in subjects with isolated aortic insufliciency 
in the past. Their practice now ts to insure such subjects under conditions where 
there is no evidence of cardiac enlargement, and where the pulse pressure is not 
unduly wide, and where there is no recent history of acute rheumatic fever. It is 
well-known clinically that subjects with isolated aortic insuthciency have an ex- 


cellent life expectancy. 

The same cannot be said quite as much for other lesions, but mitral stenosis in the 
absence of signs of impaired cardiac reserve does better than was formerly believed 
The entire prognosis of mitralstenosis is one which has changed quite radically since 
new surgical procedures have been developed. Undoubtedly such cases are going to 
appear soon for insurance evaluation. It is impossible to predict what happens 
ultimately to such individuals without waiting for long-range mortality reports 
from surgeons who are rapidly accumulating extensive experience 

Although the outlook of these patients is better, their rheumatic disease is not 
cured. The cases the authors personally have followed have continued to have left 
auricular enlargement, some limitations of physical activity, and certain complica- 
tions in the nature, for example, of recurrent pleuritic and pericardial pain, which 
probably has not been emphasized enough in the literature. But it is entirely in the 
realm of possibility that some selected cases may ultimately be within the scope of 


insurability. 

One aspect of rheumatic heart disease which has become a question of some im- 
portance in insurance has been the individual with a healed subacute bacterial endo- 
carditis. Formerly, such cases were considered utterly uninsurable. The question 
today is when should one insure an individual with subacute bacterial endocarditis 
who has no underlying cardiac damage of any severe degree 

Now, of course, if subacute bacterial endocarditis occurs with a mitral stenosis 
and impaired cardiac reserve, or with aortic valvular disease and impaired cardiac 
reserve, such cases have to be judged or will be declined simply on the basis of the 
associated condition. But assume then that one is dealing with healed bacterial 
endocarditis without any severe underlying heart disease. Again, we have no ade- 
quate mortality experience to guide us, but there is one important consideration 
which dictates caution in considering these as good risks for life expectancy until at 
least a minimum of three years has elapsed following recovery from their bacterial 
endocarditis. 

A very substantial number of cases with healed bacterial endocarditis have gone on 
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to develop cardiac failure, sometimes quite quickly, following recovery from the 
infection. In the authors’ experience, this has been particularly the case with aortic 
valvular lestons, where the healing is associated with further distortion of the valvu- 
lar cusps. They have seen several cases dic of cardiac failure after definite healing 
of bacterial endocarditis where healing has been shown at postmortem. 

It is important to emphasize that subacute bacterial endocarditis is not a disease 
which is uniformly responsive to therapy today. Only some 70 to 80 per cent of 
cases today are being cured. There have been some interesting changes in the char- 
acter of the disease which are in some respects disturbing. 

A large number of cases, a much larger proportion than formerly, are due to enter- 
ococcal organisms. Five or six years ago, resistance to strep viridans occurred in 
only 5 per cent of cases where organisms were recovered. Today the resistance to 
penicillin is fully 20 per cent. Among staphylococci, which are an important causa- 
tive agent also in subacute, fully two-thirds are penicillin resistant to begin with. 
So the authors believe that penicillin is no longer the therapeutic weapon it formerly 
was, and pattern of disease in bacterial endocarditis is changing. 

Now this brings out the necessity of getting proper bacterial diagnosis in sub- 
acute, rather than giving a blanket form of penicillin therapy, however massive. 
Unfortunately, this is not common practice today. In cases the authors are secing 
in Kings County Hospital, the vast majority have been pretreated with penicillin, 
and, if anything, it makes the recovery of the blood culture dithcult thereafter. 

It may be said that therapeutically the most effective spectrum to deal with an 
unknown causative organism in bacterial endocarditis, or what is presumed to be 
such a case, is provided by a combination of penicillin and streptomycin 

The other broad spectrum antibiotics, such as terramycin, aureomycin, and chlor- 
amphenicol are not bactericidal. The newer group are perhaps more likely to be use- 
ful, such as erythromycin and magnamycin, although there are no controlled studies 
as yet. Employed together with streptomycin, they may be more advantageous in 
cases of penicillin resistant subacute bacterial endocarditis 

There are other aspects of subacute which merit comment. It is occurring much 
less frequently, because rheumatic heart disease is occurring much less frequently, 
and also because there is some prophylaxis for it. A large number of cases follow 
dental extraction— it is now standard practice to give penicillin or another antibiotic 
in any rheumatic who is undergoing dental extraction or has any traumatic dental 
work of any sort. Another change, it is the authors’ impression, is that relatively 
more cases of subacute bacterial endocarditis are being encountered in older age 
groups than formerly. 

Another field of heart disease where outlook has changed considerably has been 
congenital heart disease. We can divide, from a therapeutic point of view, con- 
genital heart disease into four types, those which are surgically curable, those which 
are surgically improvable, those which do not require surgery and do well without 
it, and those where surgery is hopeless. 

In the category of cases which do not require surgery, there are certain uncommon 
lesions, such as right-sided aortic arch and bicuspid aortic valve (which one really 
cannot pick up clinically, except that it is sometimes the cause of bacterial endo- 
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carditis), but more important are two clinically common types of congenital heart 
disease which do very well, and where insurability is possible. One is interatrial 
septal defect. This is probably the commonest type of congenital heavt lesion en 
countered in adult life. It is one we often pick up inadvertently. There are promi 
nent pulmonary shadows in the roentgenogram, and the only clinical finding may be 
a systolic murmur at the pulmonic area. There are other changes, right axis deviation 
and x-ray evidence of right ventricular hypertrophy. It is a condition which, in the 
absence of cardiac enlargement, is compatible with good longevity. There are 
surgical attempts being made now on this disorder, but they are mostly unnecessary, 
and in certain instances where there is no evidence of marked cardiac enlargement, 


such cases can be considered insurable. 

The other common and relatively harmless lesion is interventricular septal defect 
Such cases ordinarily do quite well, except that perhaps they are vulnerable to bac 
terial endocarditis. These lesions, of course, although relatively benign, must carry 
with them a debit because of the liability to complications which do not exist in 
normal individuals. 

Increasing disorders are being counted among the surgically curable category of 
congenital heart disease. Patent ductus arteriosus was the first of these. Cases 
which have undergone surgical cure or correction of patent ductus arteriosus with 
no residual evidence of heart disease are insurable as normal risks after a lapse of 
time. The longest case the authors personally have followed has been for eight years 
ina girl who was operated on at the age of three. It may be observed that prominence 
of the pulmonary artery and a pulmonic systolic murmur may persist postoperatively 
and should not be construed to reflect failure of surgery. Coarctation of the aorta 
is somewhat more formidable. The follow-up is still not long enough for adequate 
mortaltey evaluation 

One category which has attracted the most publicity in congenital heart disease 
remains, for the authors, a totally uninsurable condition. This is the tetralogy of 
Faliot. The Blalock operation and the Potts modification of this operation do not 
restore normality, unlike the operations on patent ductus and coarctation. They are 
merely a diversion of blood flow to bring about better blood flow to the lungs, and 
they correct one abnormality with another one. These procedures ameliorate the 
disease in 75 per cent of cases, which ts a significant achievement. Such individuals 
may live longer and live better, but in no sense are they cured, and in the authors’ 


opinion these cases will never be insurable 

More recently, a different procedure has been introduced by Brock, which consists 
of surgical dilatation of the stenotic pulmonary artery valve. This technic is being 
applied now too in isolated pulmonic stenosis and also in aortic stenosis, but the 
follow-up on that is far too brief to allow any evaluation. It is a more physiologic 
operation and is most promising. Worthy of emphasis is the observation at the 
University of Minnesota that fully 25 per cent of cases considered to have tetralogy 
of Fallot have isolated pulmonic stenosis, which is curable by the Brock procedure 

At the University of Minnesota a recent follow-up on 388 cases of congenital heart 
disease,® studied since 1939, disclosed that there were approximately equal number 
of cases of patent ductus arteriosus, coarctation of the aorta and pulmonary stenosis 
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The results of all of these can be viewed in a ‘‘curable’’ light, and after some lapse 
of time these will probably be suitable candidates for insurability. 

The following findings were observed by the University of Minnesota group. 
Of 388 cases operated on for congenital heart disease from 1939 to this year, 266 
of those, or 68 per cent, had curative or virtually curative surgery, with a total 
mortality, carly and late, of only 6 per cent. All of these patients may be expected 
to have a normal or near normal life expectancy following successful surgery. The 
vast majority of these were patent ductus arteriosus, coarctation, and isolated pul- 
monary stenosis. There were a few cases of interatrial septum and other disorders. 

It is in this large group of cases that we will have more and more questions coming 
up regarding insurability, where, after a suitable period of time, without evidence of 
residual heart disease, perhaps we can act favorably. 

Apart from cases of congenital heart disease, where a surgical cure has been effected, 
another group which occasionally becomes a matter for consideration in insurance 
medicine are children with loud cardiac murmurs ostensibly due to congenital dis- 
easc, but in whom there is no functional impairment. Caution must be observed 
concerning the insuring of very young children with congenital cardiac lesions. In 
contrast to adolescents and adults, in whom a clear cut diagnosis most often is 
possible, the identification of the precise lesion in young children is very difhicult. 
Murmurs are apt to be less distinct in the early years of the congenital cardiac and 
x-ray changes and eclectrocardiography are much less helpful at this stage also. 
Cardiac catheterization and angiocardiography, of course, are helpful, but we very 
seldom have the benefit of this type of diagnostic study. Consequently, since one is 
not sure of the nature of the lesion, it would seem advisable to be most circumspect 
in insuring children with known congenital heart disease in infancy and in early 
childhood. 

Congenital heart disease is by no means as rare a disorder as we formerly believed 
Fully 25,000 to 50,000 cases of congenital heart disease are born cach year in the 
United States today, and Dr. Paul White’ has recently presented statistics showing 
that fully 8 per cent of all subjects with organic heart disease seen in a well dis- 
tributed group are cases of congenital heart disease, which is an increase of more than 
five times the number he observed in 1925 under comparable conditions. It may not 
be due to increased prevalence but duc to our better recognition of this disorder. 
Nevertheless, we are all, in insurance medicine, seeing these cases more frequently, 
and also seeing more cases which have been subjected to surgery. 

Luetic heart disease requires little comment. The outlook of luctic heart disease 
has been so completely altered by its tremendous decrease in incidence that it no 
longer constitutes much of an insurance problem. When luetic heart disease is dis- 
covered, such cases can hardly be considered as insurable. In other words, if luetic 
aortic insufficiency is present, or evidence of aneurysm, despite adequate treatment 
for syphilis, such cases are damaged beyond redemption for the purposes of insura- 
bility, which requires a fairly normal life expectancy. 

In his daily evaluation of applicants for life insurance, the medical underwriter is 
confronted less with the disease entities reviewed above than with individual cardio- 
vascular abnormalities. Insurance questions associated with heart murmurs, cardiac 
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enlargement, extrasystoles and other arrhythmias, elevated blood pressure and other 
impairments have been considered elsewhere. In general, it may be stated that, 
consonant with the changing viewpoint of clinical medicine, insurance medicine no 
longer regards heart disease in as dismal a light as formerly. With improved under- 
standing and very real therapeutic advances, the outlook for the individual with heart 
disease has vastly improved. The increasing availability of insurance to those with 
cardiovascular impairments is a manifest expression that heart disease is compatible 
with a normal life expectancy 
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The Role of the Physician in Matters Pertaining 
to Legal Competency 


lsadore Green, M.D. 


BOSTON, MASS. 


Since our country was settled by our English ancestors, it was reasonable to expect 
that they would bring with them the law of their mother country. With time the 
law has grown and changed; with the increased complexity of living and the com- 
plications arising out of our increased population, new laws were added and in some 
instances old ones were deleted. As a result, the medical practitioner, many times, 
finds himself involved in legal matters about which he knows very little. Although 
there are many matters of a medico-legal nature that present themselves, the question 
of legal competency ts so closely allied to the profession that some knowledge of its 
meaning and implication is not only helpful, but many times necessary. 

Because of the clement of state rights, cach state has passed laws and statutes 
reflecting the conditions which exist within their boundaries and the general psy- 
chologic make-up of the populace. In what follows Lam limiting myself primarily 
to the statutes of Massachusetts where many of our concepts began. 

The great bulk of our law is known as common or unwritten law. This law ts 
based on“ ancient usage rather than written statutes enacted by legislature; it derives 
its force from the universal consent and immemorial practice of the people.’"! It is 
supposed to be founded on logic and reason and comes largely from decisions that 
have been made by the judiciary in the past. Many of its tenets can be found in 
ancient Rome, Greece, Germany, and in the Scandinavian countries. ‘* Based on 
Saxon customs, moulded by Norman lawyers, jealous of foreign systems, it ts as 
mixed as our language and as truly national.’’* For example, the use of the seal on 
legal papers began with the feudal system. When barons wanted to indicate their 
rank or power, a seal was utilized for this purpose. At the same time it could be a 
substitute for his signature. This was usually made by imprinting the seal on a piece 
of wax. At the present time, the custom is still followed, and without this seal, 
which at times is only a simple sticker, the instrument may not be legal. 

Oftentimes, customs are established by the court, and in this way a large pro- 
portion of our common law is developed. Many of the precedents have been altered 
to suit the times, others have been eliminated, and new ones have been added. In 
1532, during the regime of emperor Charles V of Germany, a law was passed which 
provided that in every case, where death had been occasioned by violent means, the 
opinion of medical men should be taken into consideration. Since then the impor- 
tance of the physician in many legal matters has been recognized. As a witness in 
a court of law, he is subjected to questions on matters of a medical and, at times, a 
legal nature. It is not particularly difficult for him to testify under examination of 
the attorney representing the party for whom he appears. However, when he ts 
subjected to a rigid cross-examination by an attorney whose only purpose is to 
destroy the evidence which he has developed fer his patient, then, lack of knowledge 
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of some of the fundamentals of the law may result in his being placed in an embai 

rassing position. As a witness, he is expected to give an unbiased and unprejudiced 
opinion based on a certain set of facts. He is required to assume an almost judicial 
attitude, answering all questions, uninfluenced by the fact that he is employed either 
by the plaintiff or by the defendant. Psychologically, he is in a difficult situation 
He must endeavor to take a fair, impartial attitude toward the matter in question 

In his anxiety to do so he may make statements which to the court may seem vague 
and indefinite, or he may unconsciously demonstrate a distinctly partisan attitude 
and thus no great credence will be given his testimony. 

Man's mind is so constructed that many believe that it is practically impossible 
for him to judge without some degree of prejudice. Our conduct is the result of 
many factors over which we have little control; we approach a problem in the light 
of our heredity, environment, training, and all our past experiences. Some years 
ago Arthur Train, a former district attorney of New York,’ inquired into the attitude 
of magistrates towards similar crimes. In many instances it was discovered that the 
penalties meted out for the same crime varied with the magistrate 


1. In matters of intoxication, one magistrate convicted almost 100 per cent of the 
cases, while another found 79 per cent of the cases guilty and discharged them 

2. On matters pertaining to disorderly conduct, one discharged 80 per cent, while 
another, only 54 per cent. 

3. In matters of vagrancy one magistrate discharged 4.5 per cent, another, 79 per 
cent 

As a witness in a court of law a medical man has certain duties to perform for which 
the ordinary practice of his profession gives him no adequate preparation, and until 
recently there was no proper training and no suflicient guidance that would help him 
in this situation. In 1867 the Medical Legal Society in the city and state of New 
York was organized to carry out the principle that a lawyer could not be fully 
equipped cither for the prosecution or the defense of an ind:vidual indicted for the 
crime of homicide without some knowledge of anatomy or pathology and that no 
physician or surgeon could give absolute satisfaction as an expert witness without 
some knowledge of the law. 

In order for a marriage to take place, or to be guilty of a major crime, or even to 
make a will, the law requires that an individual should be competent to do these 
things. These are important matters that require the testimony of a physician. In 
matters of marriage and criminal responsibility, the law requires the testimony of an 
expert witness. Therefore, the physician who gives testimony in these instances 
must have had sufficient training in the elements of competency in order for his 
opinion to carry weight. Even then the general practitioner may oftentimes give 
an opinion, which he can characterize as the opinion of a general practitioner rather 
than that of expert. Whether or not this would be admitted to the jury for their 
consideration or be considered by the justice himself is a matter for him to decide 
On the question of testamentary capacity, the testimony of an expert witness ts not 
required, especially in the case of a general practitioner who may have been a witness 


toa will. 
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MARRIAGE 


Under the law there are certain requirements that are necessary to complete or 
execute what ts called a valid marriage. 

1. The participant should not have a husband or wife living at the time of the 
marriage in question. 

2. The parties must not be related to cach other within the prohibited degree. 
A man cannot marry his mother, grandmother, daughter, granddaughter, sister, 
stepmother, grandfather's wife, son's wife, grandson's wife, wife's mother, wife's 
grandmother, wife's daughter, wife's granddaughter, brother's daughter, sister's 
daughter, father’s sister, or mother's sister. The same applies to the woman on 
the other side 

3. There must be mutual consent and no duress or fraud which might make up the 
essentials of the marriage. 

4. Neither party must be, at the time of the marriage, “‘non-compos, idiot, or 
insane," 

5. Both parties must be within the age of consent. 

6. The marriage must not be contracted in Massachusetts by a party residing and 
intending to reside in another jurisdiction where the marriage would have been 
void if contracted in such other jurisdiction. 

7. A marriage would be prohibited or declared void by law of this commonwealth 
if it were contracted in another jurisdiction by a person residing and intending to 
continue to reside in this commonwealth. 

8. The marriage must be solemnized within the impediment, t.c., two years after 
a divorce decree has been granted and the person is living. 


NULLITY 


As to what constitutes a question of nonvalidity from the point of view of insanity, 
some justices have held that, if a person knows he is going through a marriage 
ceremony, he has sufficient mentality to contract a valid marriage and, therefore, a 
martiage consummated under these particular conditions could not be nullified. Of 
course, this is not entirely correct. I have testified in cases where there was no 
question but that one of the parties could not understand the real purpose of the 
marriage, could not appreciate the relationship between her husband and herself, 
and could not understand the duties, obligations, and the responsibilities incumbent 
upon her as a mother. In spite of this testimony, the court refused a decree of nullity, 
because, in answer to the question as to whether or not the patient knew that she 
was going through a marriage ceremony, I had answered in the aflirmative. Had I 
answered the question negatively, the marriage would probably have been nullified; 
but as a witness in court under oath, an expert could not answer this question other- 
wise. 

It is also within the power of the court to declare a marriage void when it appears 
that the libellant (the party requesting the dissolution of the marriage)’ soon after 
the ceremony and before consummation, on learning that the respondent was afflicted 
with a venereal disease, refused to live with him and never did live with him; particu- 
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larly if the court finds a man has syphilis which could be transmitted and that it was 
not absolutely incurable or the chances of cur¢ are remote or doubtful.’ In this 
instance, if the libellee knew of his condition and induced a libellant to marry him 
without informing her, the court can declare the marriage void. On grounds of 
public policy, the law secks to make the marriage relation in every case as nearly 
permanent as possible without causing an injustice to either party. The concealed 
existence of a’ venereal disease known as syphilis’’ by one of the parties in a marriage 
which has been consummated is not sufficient grounds for nullity. This also applies 
to cases of epilepsy, pregnancy by another, and sex contact which occurred prior to 
a marriage. However, if a woman concealed the fact that she had an illegitimate 
child and married only with the intention of leaving the man and going to another 
country, as 4 married woman, this could constitute nullity. 

As far as the mental capacity to consent to a marriage is concerned, the law holds 
that ‘‘unsoundness of mind, mental abberration or derangement, a morbid psychic 
condition resulting from disorder of the brain which involves the intellect, the 
emotional will, the moral sense, and some of the faculties which are characterized 
especially by their non-development and may be manifested in most forms by de- 
lusions, incapacity to reason or judge, or by uncontrolled impulse, is held to be 
evidence of insanity."’ In law, such lack of reason, memory, intelligence, and judg- 
ment, which prevents a man from understanding the natural consequence of his acts 
or from distinguishing right from wrong, constitutes competency, and it is sufficient 
enough to warrant a finding of insanity. Insanity does not include such transitory 
states as epilepsy, hysteria, alcoholic drug delirium, or the delirium of fever. When 
the law considers the elements of insanity, it considers it solely in relation to that 
particular act which is the subject of the judicial investigation. 

In Massachusetts the requisites of a valid marriage are ability to read and write 
English, and, of course, under section 28A 207 of the general laws, there must be a 
health certificate expedited 30 days before the issued certificate. This examination is 
concerned only with the presence or absence of syphilis. However, it is important 
for the physician to make a record of all facts concerning the behavior of cither party 
during this examination. In this way there will be an accurate record of the inter- 
view which may or may not become important later. 

Any insane person, idiot, or fecble-minded person committed to an institution for 
the feeble-minded, or to the custody and supervision of the Department of Mental! 
Health, or to an institution for mental defectives, is incapable of contracting mar- 
riage. Oftentimes, individuals who have been under commitment to an institution, 
or who are escapees, attempt to contract a marriage 

There are many exceptions to the general principles which are laid down by law 
on the question of marriage, since it considers the welfare of society and, in some 
instances, considers it beyond the individual because of the importance of the mar- 
riage status and the necessity to guard against the evils of illicit cohabitation 


DIVORCE 


Divorce is a legal form of separation which, after a certain waiting period, permits 
both parties to remarry. In this commonwealth grounds for divorce are: (1) adul- 
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tery, (2) impotency, (3) desertion (continued for three years), (4) intoxication and 
habit liquor and drugs), (5) cruel and abusive treatment, and (6) imprisonment of 
cither party for five years or more. Insanity is not grounds for divorce; but if a party 
to a marriage is insane, a divorce may be granted on evidence indicating that some of 
the requirements for the dissolution of the marriage occurred during a so-called lucid 
interval, The question of insanity must be determined on all the evidence; the com- 
mitment of a person to a mental hospital does not settle the matter conclusively. 
The existence of venereal disease long after marriage is prima facie evidence of 
adultery. If it occurs shortly after the marriage, it may not be considered so and 
may have been contracted before the marriage. However, the law does recognize 
innocent infection, and in these instances adultery is only inferred. There is a case in 
point where a husband, knowing he had gonorrhea (which had been contracted 
through adultery) deliberately gave it to the wife who did not know of it. It was 
held to be evidence of cruel and abusive treatment, and a divorce was granted. 
Privileged Communications. \n cases of this type the physician oftentimes finds him- 
self in a rather dithcult situation, especially concerning the question of communica- 
tions between physician and patient. In common law a physician, when called to 
testify as a witness, has no right to refuse to disclose any information concerning his 
patient on the grounds that it had been communicated to him confidentially during 
the course of treatment. A voluntary witness waives every personal privilege. Any 
statement of a witness, if material to an issue which is being considered in judicial 


proceedings, is privileged, and the witness is immune to suit for slander or libel. 


Adultery. There are several defenses against adultery. First, the act may be com- 
mitted by procurement, with the connivance of the libellant. Second, an act may be 
condoned or forgiven. Third, the libellant also may be guilty of adultery. And 
finally, the person committing the act may have been insane. It is stated “that 
proof of absolute impossibility that a husband could be the father of a child is not 
required to overcome the presumption of legitimacy.’’ Under the law the normal 
period of gestation is said to be 280 days. “Although it is a matter of common 
knowledge that a period of gestation of 305 is highly unusual and improbable.”’ 
‘G. L. 273, section 7. 

Impotence. The inability to perform the sexual act is the test of impotence and not 
fruicfulness. The woman may also be held to be impotent, if, for any reason, she 
cannot function properly. The incapacity of either party to consummate the marriage 
is cause for divorce. The marriage is not void but can be made so by law and the 
burden of proof is on the libellant. It is also stated in the law“. . . that the in- 
ability of a wife to perform the sexual marriage function without such severe pain 
as to cause a serious nervous condition because advised by a physician that sexual 
intercourse between them cannot be continued. The difficulty in their intercourse 
arising from a certain degree of variations from the normal in the sex organs of both 
husband and wife which would make no difhculty in intercourse between husband 
and any other woman or between the wife and any other man constitutes impotency 
which entitles the husband to a divorce.’’ There are few decisions on this point in 
our commonwealth, and the question depends, therefore, largely on English au- 
thority. Because these things are difheule to prove, the court can only suggest an 
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examination, but the individual need not submit. If, however, an individual did 
refuse such an examination, it would be based on good faith. The power of the court 
has often been questioned in matters of physical examination. However, in a case 
of this kind the physician may be of great help by enlightening the court on the true 
facts of the issue. There is a case in point in Kentucky which states, where there 
is a malformation of the body so as to prevent normal sexual intercourse, medical 
testimony may be presented in court to corroborate the libelant’s evidence. The 
condition must be incurable, must exist at the time of the marriage.” 


Intoxication and Habit. For an individual to be considered a confirmed alcoholic, 
both drunkenness and habit must be present. The courts state that “whether a 
person is drunk or not ts a question which any non-expert witness can answer. It 
is a matter of common knowledge and observation."’ It is no excuse for cruelty, and 
the court says further that constant use ‘can result in gross and confirmed habits of 
intoxication.’” Intoxication refers only to liquors, not drugs, but another statute 
covers the clement of opium and other drugs. 

Cruel and Abusive Treatment. Nery often the physician ts called on to render an 
opinion as to whether or not the condition for which he treated the patient arose 
from the abusive treatment of the other party. Under the law, cruel and abusive 
treatment implies purposeful physical violence or endangering life and limb. How 
ever, symptoms may be present without trauma so long as it can be shown that the 
health ts impaired or the patient fears that it may be impaired. Acts or words, if 
spoken with hate or intent to injure or cause suffering, are held to be cruel and 
abusive. There may be no physical abuse, but the health of the libellant could be 
affected by the conduct of the libellee. For example, in one case the court stated 
that where there had been sexual relations between the wife and her father, the 
health of the libellant could be affected by such conduct. The apprehension of bodily 
harm ts also an important issue. In another case the court held that, to establish 
cruel and abusive treatment, it is not always necessary to prove malevolent intent, 
it 1s sufficient to prove that such was the natural consequence of his conduct and that 
harm resulted or was reasonably likely to follow. Complete denial of sex is not con- 
sidered grounds for divorce, while. excessive sexual contact by the husband, if it 
endangers the health of the wife, is sufficient evidence for divorce 


CRIMI 


In matters of crime the physician, and more often the psychiatrist, may be called 
on to offer testimony relative to the ‘‘soundness'’ or“ unsoundness’’ of mind of the 
perpetrator of a crime. In this respect the courts have not kept pace with advances 
in medical science relative to our knowledge and understanding of human behavior 
The entire issue of competency in matters of crime are based on a rule that was laid 
down many years ago in the McNaughten case. In 1843 a prisoner (McNaughten ), 
with a plea of not guilty, was indicted for the murder of Edward Drummond, 
who was the private secretary of Sir Robert Peel. Witnesses were called in behalf 
of the prisoner to prove that he was not, at the time of committing the act, in a sound 
state of mind. For several years McNaughten had suffered from persecutory delu- 
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sions. He had attempted to escape by leaving Scotland and going to England and 
on another occasion to France; occasionally, he passed his nights ir the fields with 
the same purpose, always to escape his imaginary pursuers. He became embittered, 
and he determined to right these wrongs by killing Sir Robert Peel. With this in 
mind he watched Sir Robert's house. Whenhe saw Mr. Drummond leave the house, 
he followed him and shot him, believing that he was shooting Peel. The defense 
in this case was partial insanity (homicidal monomania). The case was a great 
sensation, and the plea was freely criticized. Discussion took place ii the Hosuse of 
Lords a few days after the trial, and there was a great diversity of opinions. Lord 
Brougham said, “If the perpetrator knew what he was doing, if he had taken pre- 
cautions to accomplish his purpose, if he knew at the time of doing the desperate 
act that it was forbidden by law, that was his test of insanity; he cared not what 
judge gave another test, he should go to his grave in the belief that it was the real 
sound and consistent test.” 

Every man is presumed to be sane, to possess a suthicient degree of reason, and to 
be responsible for his crime. To establish a defense on the grounds of insanity, it 
must be proved that, at the time of committing the act, the party was laboring under 
such a defective reason as not to know the nature and quality of the act he was doing, 
or, if he did know it, that he did not know that what he was doing was wrong. 


GUARDIAN AND CONSERVATOR 


A guardian is a person who legally has been given the care of a person or property 
or both of another person who is incompetent to act for himself. The person under 
guardianship is called the ward. The guardian is actually an officer appointed by 
the court, without authority, rights, or duties, except those conferred by law. There 
are various classes of guardians: Some have their origin in the common law, while 
others are created by statute. To sign the petition for guardianship, one need only 
be a duly registered practicing physician; special knowledge is not required. How- 
ever, I do feel that it would be wise for the average physician, whenever possible, 
to avoid afhxing his signature to such a legal document, since there is always the 
possibility of the will being contested by members of the family. I, therefore, would 
recommend that a psychiatrist be called in to examine the patient and determine the 
necessity or the advisability of a guardianship. 


COMMITMENTS 


Thete are several sections under the Massachusetts law that have to do with com- 
mitment of patients to institutions for the insane and feeble-minded; also laws rela- 
tive to the commitment of those suffering from the alcoholic or drug habit. The 
Monson State Hospital, Palmer, Mass., has been set aside by the Department of Mental 
Health for the care and treatment of epileptics. Under a section of our law, any physi- 
cian, who has been graduated from a legally chartered medical school, may have a pa- 
tient admitted to a mental hospital on a so-called ten day paper. He must, however, 
have examined the patient within 24 hours prior to admittance. The Department of 
Mental Health designates which hospital shall receive such a patient in accordance 
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with his residence. This information is accessible to all doctors contacting this 
department. 

When no emergency exists, regular commitments, under another statute, are re- 
quired. If it is necessary for two physicians to appear in court, most courts today 
require that one or both of the physicians should be psychiatrists. Since in matters 
of this type committing physicians are subject to legal suit by the patient, I believe 
it would be wise for all physicians, exclusive of psychiatrists, to refrain from acting 
in such matters. Where the patient cannot afford private consultation, the physician 
may call the Department of Institutions in the City Hall in Boston. Our counties, 
however, will pay the examining psychiatrist a fee for the examination and appear- 


ance in court. 


CHILDREN 


In the case of mentally defective childten, it is customary to have the child ex- 
amined by one of the three institutions that accepts defective children. If it is then 
determined that the child is a proper case for admission, and they have a space avail- 
able for the child, the parents or guardians are notified. A so-callid feeble-minded 
commitment must be expedited in the local court, requiring the signature of one 
physician who need not be a psychiatrist, unless specifically requested by the court. 
Concerning epileptics (section 86), the superintendent of the Monson State Hospital 
may receive and detain as a patient any person who is certified to be subject to epi- 
lepsy by a qualified physician, as provided in section 53, and who desires to submit 
himself to treatment and makes a written application. 


Any child, 14 years or over, has no presumption of incapacity. The conclusive 
presumption of the incapacity of a child under 7 is based on his inability to dis- 
tinguish right from wrong. From 7 to 14 years of age, the state believes that the 
child has the capacity in that he can distinguish right from wrong, hence rebuffs 
the presumption, On the other hand, in cases of children over 14, as in all cases 
involving adults, a defense of incapacity based on inability to distinguish between 
rightand wrong may be made; insuch cases the defense is based on insanity. A male 
under 14 years of age is presumed conclusively to be unable to commit the crime of 
rape, although he can be convicted of assault with intent to rape. Again it is a 
| crime to have intercourse with a girl under 16, notwithstanding that she may have 
given assent. A capacity to consent is precluded by statute. 


Under section 86A of our laws the superintendent of any of the state institutions, 
which has been or hereafter may be designated by the department as an institution 
to receive and care for mentally ill children under the age of 16, may at his dis- 
cretion receive, from any part of the commonwealth, any child under 16 who is 
deemed by him to be suffering from ‘‘ psychosis, neurosis, psychoneurosis, behavior 
disorder, or other mental disability upon written application made therefore by the 
parent, guardian, natural guardian, or person having custody of such child."’ This 
application, attested and sworn to, must be accompanied by a certificate of a qualified 
physician (section 53). The child must have been examined within five days of 
The Metropolitan State Hospital has 


signing and making oath to the certificate. 
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been designated by the Department of Mental Health to accept children under section 
86A. No person received under this section shall be detained beyond his sixteenth 
birthday, unless he is legally committed, and no person shall be detained more than 
seven days after the applicant for his admission has given written notice to the super- 
intendent of his intention to remove the child from the hospital. If, however, in 
the opinion of the superintendent the child's condition does not warrant a release, 
he can cause application to be made for the patient's commitment as mentally ill and 
may detain him under this application. 

The superintendent of a designated hospital may “‘ receive and detain’ for observa- 


tion, study, and treatment for a period not to exceed 60 days. ‘Nor beyond the six- 
teenth birthday, any such person under sixteen upon written application as stated 


above.”’ 

Superintendents of state schools for feeble-minded persons may, at their discretion, 
receive such persons properly certified by a physician (section 53) and an application 
from the parent or guardian. The patient must have been examined by the physician 
within ten days of signing. The papers are void if the child is not received at the 
school within 60 days from the date of signing. The superintendent can, under 
section 47, receive any person from any part of the commonwealth upon the written 
request of his parent or legal guardian, and he may detain him for observation for a 
period not exceeding 30 days to determine whether he ts fecble-minded. 


COMMENT 


In this particular treatise | have confined myself particularly to the law of Massa- 
chusetts and what I have stated above, although it may hold true in this common- 
wealth, may not apply to other states. There is a great deal of criticism of our laws, 
particularly regarding the clement of capability or competency. There is much to 
be done in order to help the law keep pace with the progress in medical science, more 
especially as it applies to human behavior. If physicians will become more familiar 
with our laws relating to competency, there will be a better understanding of the 
many clements involved and less chance for difficulty. 
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Eight Clinical Cases from the Notebook 


of a Burma Surgeon 


Gordon S. Seagrave, M.D 


NAMEHAM, BURMA 


Situated about 20 miles north of the Tropic of Cancer, in a heavily populated 
agricultural area, Namkham Hospital has a large proportion of tropical diseases as 
well as those of the temperate zone. Malaria 1s practically universal but in spite 


of the great strides made during the last 10 years in its treatment our armamentarium 


consists only of quinine (which ts sec ured with difficulty), atabrine and paludrine. 
No other drugs are available. Antimalarial work is being done im several cities in 
Burma with ECA and WHO funds but most of this program has not reached beyond 


the cities 


The hospital is prepared to care for a total of 250 in-patients when necessary, 


175 of them in proper stone hospital buildings and the remainder in accessory wooden 


buildings. On my return from imprisonment only part of one building was tn use; 


we are now running an average of 150 beds datly. This ts primarily a surgical hos 


pital and every sort of surgery ts attempted for which | have the slightest training 


or for which a minimum of surgical instruments are available 


During the last few months of the recent war the United States Army units in 


this valley had an antimalarial program using DDT for and around their own camps. 


I am the authority to quote on the fact that, short-lived as that program was, tt 


changed the entire malaria picture in this valley for more than five years. The 
malaria since then has been mild. Whereas in 194] the staff of this hospital had 


treated more than 500 Blackwater Fever patients in this valley alone, not one case 
of Blackwater Fever has been seen since 1945. Fatal cases of cerebral malaria have 


appeared only during this present season of 1952 


It will be noticed from several of the case histories that very poor substitutes 


have had to be used for blood and blood plasma. Also, we used extremely small 


doses of drugs since about 90 per cent of our patients are not able to pay. For amebic 


dysentery, emetine is still the most powerful drug we have and emetine ts extremely 


ditheult to obtain. Ie is our practice here to use the smallest doses of drugs for the 


shortest space of time to effect a cure. In the use of any new drug, our first effort 


is to find the smallest dosage which will be effective. For this reason only '4 Gm 
of streptomycin daily or 1 Gm. of PAS thrice daily are given to the tuberculosis 


cases with excellent results. 


As in all countries devastated by the recent war, TB has become rampant and 


we are constantly having new cases appear among the nurses, since the patients 


make no efforts whatsoever to avoid contaminating those who are working for 


them. We are not equipped for thoracic surgery. So far only one surgeon from 


Burma has been trained for pulmonary surgery and on his return to Burma he was 
The nearest lung surgery available is in 


given an assignment as a gynecologist 


3 

- 
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India where they ate not able to take care of their own nationals. With us, artificial 
pneumothorax 1s still essentially pact of our treatment. 


The approach of this hospital to the needs of Burma is entirely distinct and supple- 
mentary to the programs undertaken under ECA and WHO. The Government of 
Burma is making a great effort with their assistance but their programs start with 
the cities and it will be many years before they reach the country. Our program is 
just the reverse. Without the enormous funds of ECA and WHO, our program is 
based on villages and works towards the city. The case histories given will indicate 
that our contribution is greatly appreciated since even the largest cities in Burma 
still have patients who chose to come here for treatment. 


Our program has been made possible not only by contributions from surgical 
relief but American Army surplus drugs. The most important of these was several 
boxes of American Army blood plasma which were left with me by the Army when 
my unit was deactivated. A few boctles still remain and are used in extreme emer- 
gency. During this week, while these case histories were being prepared, two lives 
were saved with their blood plasma. 

The nursing staff of this hospital is extremely efficient. In the superintendent of 
nurses, and a former superintendent of nurses who is now on an inactive basis— a 
Mayo trained girl-—-we have what I consider to be the two best surgical assistants in 
Burma. In the wife of our superintendent who ts a registered nurse and in our as- 
sistant matron we have what I consider to be the two best obstetrical nurses in 
Burma. They are more than is understood by the words “obstetrical nurse’’ in 
America. They have many years of experience even in obstetrical surgery, with the 
exception only of cesarean sections. Our two laboratory technicians are American 
trained and handle not only bacteriology but frozen sections and blood chemistry. 
It is a great personal regret to me that lack of equipment does not permit these 
very fine women to give their utmost to their own country without any insuperable 
handicaps. 

A very large part of our surgery ts gynecological. The only other hospital that 
does gynecological surgery is in Rangoon-—-700 miles away. It will be noticed 
from the case histories that a very large proportion of our patients arrive in very 
advanced stages because they have unsuccessfully tried to obtain treatment else- 
where. Case No. 4 is not too unusual. We have had several cases this year of 
anemia as severe as, or more severe than, hers and they have pulled through. For 
some reason the drugs which contain iron, purchasable in this country, are not 
absorbable. When I returned from America in 1948 I brought back several thousand 
tablets of iron in combination with folic acid and other drugs. While those drags 
lasted the value of oral administration was immediately apparent. Such soluble 
iron compounds cannot be obtained here. 


Large numbers of injections are demanded in this country. This is partly due to 
the fact that our diseases require drugs which can be used only by injection and it is 
also due to the fact that injections have become a fad. People believe in them and 
their belief makes the injections more effective. 


In conclusion, it will also be noticed that almost no patient comes to us with a 
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single diagnosis. Almost every patient has at least two diagnoses simultaneously 
and many have five or six 
The following are case reports from Namkham Hospital. 


CASE 1 


M.N., Kachin, male, 28 years old, was admitted to the Namkham Hospital on 
May 2, 1952, because of vomiting and diarrhea of 12 hours’ duration. Prior to 
admission he had passed 20 loose stools of mucus and blood. He presented a cholera 
like appearance with signs of extreme dehydration, his pulse was almost imper- 
ceptible and his arms and legs were cold. With only a few units of World War II 
American Army plasma still available in the hospital, 300 cc. of 25 per cent glucose 
was given intravenously. One cc. of adrenalin, followed by full doses of atropine 
and hyoscine, were given hypodermically while his blood and stools were being 
examined by our two American-trained laboratory technicians, Misses Esther and 
Pansy Po. The blood showed no malaria parasites but the total white cell count 
was 12,850. Red blood cells and pus cells were found in the stools. One grain of 
emetine was given immediately by hypodermic and a half grain twice daily there 
after; 1 Gm. of sulfathalidine was given every four hours for three days after which 
1 Gm. of sulfaguanidine was substituted, and one tablet of diodoquine thrice 
daily was given from the third day. Penicillin was used to combat the secondary 
infection, During the first twenty-four hours two pints more of 10 per cent glucose 
were given following which the patient's condition rapidly improved. It is an 
indication of the remarkable recuperative powers of some of our patients that he 
was discharged cured on May 7 and has had no relapse. 


CASE 2 


A. M., Chinese, 27 years old, transferred himself on May 21, 1952, to this hospital 
from another hospital 200 miles away. He gave a history of productive cough, re- 
peated hemoptysis, chills, fever, night sweats and anorexia over a period of 12 
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months. He had previously been given a total of 80 Gm. of streptomycin in 1 Gm. 
daily doses for seven days out of every ten. By the end of the first 4¢ Gm. he stated 
that he felt practically well but his tubercle bacilli had apparently become strepto- 
mycin-fast because the second 40 Gm. did not continue his improvement. Signs of 
laryngitis had appeared. He had then been given a total of 2,000 Gm. of PAS. On 
admission very few signs were found in his right lung but his left lung was found 
to be almost completely useless--X-ray showed innumerable tubercles and several 
small cavities and secondary infection. His sputum was strongly positive for TB. 
Strangely enough, his blood showed only a moderate anemia together with the 
almost universal Plasmodium falciparum. Examination of his urine and stools 
revealed nothing of importance 

The patient was given three weeks of daily injections of |, Gm. of streptomycin 
plus 400,000 units of penicillin daily during the first week to combat secondary 
pulmonary infection. The usual tonics and vitamins were given. On the third day 
after admission 300 cc. of air was given into the left pleural cavity and the artificial 
pneumothorax was repeated every seven days with weekly refills of 500 cc. of air. 
Following a three week course of streptomycin the patient was given 1 Gm. of PAS 
thrice daily for two weeks. There was a steady improvement of the patient's con- 
dition until he was discharged on July 30 to continue the treatment as outlined 
here athome. He has remained well 


CASE 3 


A. H., Shan, female, 21 years of age, was admitted on June 6, 1952, with a history 
of frequent bloody stools and vomiting for five days. When first seen she was in a 
state of collapse, the pulse was imperceptible and arms and legs were cold. Three 
hundred cc. of 5 per cent glucose in saline was given immediately as well as various 
heart stimulants. Eight drops of tincture of opium were given without effect since 
the patient had cight more stools within four hours of admission, Blood examination 
was negative. The stool contained large numbers of red blood cells and pus cells 
but no Amocba were found. Although our two American-trained laboratory tech- 
nicians are skilled in the culture of bacteria this hospital does not have the incubator 
and other essentials to prove the diagnosis of bacillary dysentery. On the day of 
admission the hospital was completely out of emetine which would otherwise have 
been used even with the absence of Amocba in the stools. Our supply of sulfasuxi- 
dine, sulfathalidine and aureomycin had also been exhausted. The patient was 
given 4 Gm. of sulfaguanidine on admission followed by 2 Gm. every four hours. 
Since the patient did not react to the first intravenous injection of glucose in saline, 
one bottle of U.S. Army World War II surplus plasma was given together with one 
pint of 10 per cent glucose solution. The patient failed to react, the body remained 
cold and she died 18 hours after admission. The interesting sidelight on this case 
is that the patient was survived by a 14 month old baby boy with severe rickets 
whom his father was not equipped to care for. The baby was admitted to the Infant's 
Ward and kept by the hospital until October 18 during which time the father re- 
ceived training in the care of his child from the matron in charge of the Maternity- 
Pediatrics building. The baby was discharged cured. 
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CASE 4 


M. R., Kachin, female, 37 years old, was admitted on February 22, '952. She 
had come to this hospital complaining of menorrhagia, dysmenorrhea and pain in 
the lower abdomen. In the absence of a surgeon, she was given medical treatment 
with considerable relief. Several months 
after her return home, pain in the suprapubic 
area recurred and she was admitted to another 
hospital. An operation was performed there 
through the midline, the wound was closed 
and the patient was told that she had an in- 
operable carcinoma. For several months 
before admission here the patient had been 
passing large numbers of foul-smelling blood 
clots both at the time of menstruation and on 
occasional other days. On admission, the 
vagina was found to contain a partly de 
generated pedunculated myoma which had 
delivered itself from the inside of the uterus 
and bled easily on touch. The uterus itself 
was also myomatous. The patient was so 
weak that she had not been able to walk 
On admission her blood picture was as fol- 
lows: RBC 1,820,000; WBC 7,800; Hb 15 , 
per cent; CI .4. It was felt that the patiene Misses Father and Pansy Po, Namitham's 
would not be able to withstand an operation 
until her condition was built up. It is impossible in this area to obtain blood donors 
and plasma substitutes cannot be afforded on our budget. Crossmatching showed 
that my own blood and blood of the patient's daughter were incompatible with the 
patient's blood. The patient was therefore given 2 cc. of liver extract intramuscu 
larly every two days, folic acid, Ribothiron and Fowler's solution by mouth. A 
concurrent infection of malaria was also treated. By March 14 the patient’s condi- 
tion had greatly improved, Hb. had reached $0 per cent and RBC 3,100,000. On 
March 15 a weighted speculum was inserted into the vagina, tension was put on 
the tumor and the pedicle, approximately 1” in diameter, was transfixed with double 
No. 3 Chromic catgut and severed. The vagina was again sterilized. The abdomen 
was opened through a lower midline incision. The greater omentum was found 
firmly adherent to the peritoneum and the pelvic organs. On separating the ad 
hesions it was found that an incompletely healed, wound 1)” in length still existed 
on the fundus of the uterus under omental adhesions. It was found in addition to 
the myoma of the uterus that there had been a severe gonorrheal pelvic peritonitis 
at one time with large sterile pustules bilaterally from which ovaries could not be 
distinguished. The ovaries and tubes were removed and a supracervical hyster- 
ectomy done. One unit of United States Army surplus plasma and 250 cc. of normal 
glucose were given during the operation which lasted four hours and 15 minutes. 
Postoperatively the patient received one more unit of plasma and two more injections 
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of glucose. Penicillin was used for 24 hours after the operation because of the 
gonorrheal condition. The use of blood tonics was continued after the operation. 
Aside from the fact that morphine could not be administered to the patient without 
incessant vomiting, the patient's recovery was uneventful and she was discharged 
on April 16, 1952, in very good condition. There has been no pelvic trouble since 
that time. 


CASE 


S. S., Chinese, female, 30 years of age, was admitted on February 21, 1952, for 
operative treatment of vesicovaginal fistula. One and a half years previously the 
patient had delivered a live baby in her jungle home by asking an ignorant neighbor 
to ‘massage"’ the uterus with the entire weight of body. From that time there was 
a constant leak of urine from the vagina. On vaginal examination the bladder was 
found to be completely severed from the urethra with an irregular opening about 
2 cm. in diameter in the posterior bladder wall. The cervix and what remained of 
the anterior vaginal wall were thickly scarred. This is a very common finding in 
this country where the services of even a jungle midwife cannot be obtained. About 
four or six of these cases come to us annually. On February 25, 1952, the right 
ureter was transplanted into the lower sigmoid through a right rectus incision. 
Postoperatively the patient was given three injections of normal glucose per day 
for the first two days and 400,000 units of penicillin were given daily for three days. 
Convalescence was uneventful and no impairment of renal function was detected. 


‘Last year the usual rainy season cessation of surgical work took place in June and then in July 
we were astounded to have surgery begin again. Ordinarily we used to have surgery from December 
to June and medicine from June to December. This year we have the usual rise in medical cases 
but there has been no decrease in the surgical cases at all even in June. On the contrary, we are 
operating on two tables simultancously instead of onc 

**We continue to get the most extraordinary cases. Recently | operated on a woman whose stomach 
was in her pelvis and whose small intestines, covered with colloid degeneration, were wedged 
between her fiver and her diaphragm. On that same day | operated on a man who had had a — 
of the gall bladder for months; he had been living on borrowed time for the last five months. In 
late May we had in the hospital, at the same time, a woman with an cighty pound ovarian cyst 
the largest I ever removed successfully--and a woman with a twenty-five pound myoma of the 
uterus extending from the floor of the pelvis to be fastened tight with adhesions to the posterior 
wall of the abdomen between the right kidney and the right margin of the liver. The woman 


made a perfect recovery.” 
Gordon Seagrave 


On April 4, the left ureter was transplanted into the middle portion of the sigmoid 
through the left rectus incision and the postoperative treatment given was the 
same. After this second operation recovery was also uneventful and the patient 
was discharged on April 22, 1952, after two months of hospitalization, 


CASE 6 


K. K. T., Chinese, female, 30 years of age, was admitted on March 10, 1952, for 
surgical removal of a thyroid adenoma which she insisted had existed for only 5 
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years. Her home was in a part of the linestone hills where goitre is endemic and 
at least half the population si:ffer from goitre. The adenoma had grown quite 
rapidly during the five years until for two or three months the increasing weight 
of the goitre had begun to interfere with respiration. She had dyspnea both in 
recumbent and in erect position, On examination, a huge bilateral adenoma of 
the thyroid was found, cach lobe being approximately the size of a soft ball. There 
were no toxic symptoms. Her blood picture--Hb. 60 per cent; total WBC 5,900; 
total RBC 4,440,000; differential: -Neutrophils 34 per cent, Eosinophils 14 per cent, 
Basophils 2 per cent, Lymphocytes 50 per cent. No plasmodia were found in the 
blood. The urine examination was negative but the stool showed large numbers 
of the ova of Ascaris lumbricoides for which she was accordingly treated. Since 
there was a lot of soft thyroid tissue around the adenomata the patient was given 
Lugol's solution three drops thrice daily for 12 days before operation. On March 
22, 1952, the goitre was removed under chloroform, the operation lasting 3!» hours. 
It was impossible to completely stop the oozing from capillaries and the patient was 


Burmese natives carrying a patient to Dr. Seagrave’s Hospital at Namkham, 


given calcium intravenously for two days after the operation. Only one injection 
of 250 cc. of 5 per cent glucose in saline was given on return to the ward. Because 
of the small amount of normal thyroid tissue which could be left Lugol's solution 
was administered postoperatively also. Recovery was uneventful and the patient 
was discharged on April 8. 


CASE 7 


U. M. K., Burmese, male, 56 years, was admitted on May 31, 1952, for complete 
retention of urine of six days’ duration. Dysuria had begun 15 days previously but 
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for the last six days he had had to be catheterized twice every 24 hours. He gave no 
previous history of gonorrhea, hematuria or sudden valvelike closure while urinating. 
He was a chronic asthmatic of many years’ duration. On examination, his lungs 
showed sibilant rales everywhere especially on expiration. His heart was moder- 
ately hypertrophied but there were no murmurs. Blood pressure was 170/100. The 
prostate, by rectal examination, was markedly enlarged extending above the tip 
of the examining finger. 

The patient was put on penicillin and sulfathiazole to combat secondary infections 
in the lungs, bladder and kidneys. A retention catheter was inserted in the bladder 
and 8 cc. of § per cent argyrol was introduced into the bladder every two days. He 
was given intravenous injections of sodium iodide and nitroglycerine tablets were 
given orally. The dangers of a prostatectomy in a patient with his physical findings 
were explained and the patient refused operation, hoping the acute stage would 
pass by. After one and a half months of treatment he was able to pass urine without 
being catheterized and so was discharged although his blood pressure had gone up 
to 200/120. He was advised to return if complete retention again occurred. 

On August 12, 1952, less than a month after his discharge, the patient returned 
with complete retention and the prostate apparently was almost one and a half 
times as large as on his discharge. There was consolidation in his right lung but 
blood pressure had dropped to 180/100. The patient received penicillin for his 


“In the field of obstetrics for 30 years | was able to deliver alive only one transverse presentation 
In all the other hundreds of transverse presentations the baby was always dead before arrival in the 
hospital. Recently two neglected transverse deliveries came in but the baby’s heart was still 
beating and, with me pointing out the necessary steps, Esther delivered both women in the samc 
week and delivered live babies. In America this would not be unusual because there the doctor 
sees the woman before the labor sets in but with us this is the exception and usually our abnormal 
cases arrive much too late to get a live baby.”’--Gordon Seagrave 


pulmonary condition while his bladder was again drained with retention catheter. 
On August 22, 1952, the patient decided that he would rather risk death from an 
operation than continue as he was. A suprapubic prostatectomy was done and, in 
spite of the high blood pressure, hemorrhage was not as severe as anticipated and 
was casily controlled by means of a gauze pack into the prostatic area. This pack 
was removed suprapubically four days after operation. The patient's recovery was 
uneventful and on his discharge three weeks later the asthmatic condition in his 
lung for some reason had greatly improved. 


CASE 8 
U. B. A., Burmese, male, 60 years of age, was admitted on August 10, 1952, because 
of dysuria and frequent attacks of complete retention of urine for the previous 11 
months. For the last cight months he had been treated in the General Hospital, 
Rangoon, and a rubber tube drain had been inserted into the bladder suprapubically 
through a very large trocar. Prostatectomy was not done at Rangoon although the 
diagnosis of enlarged prostate was made. After eight months of hospitalization 
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there he had been discharged. The patient returned to his home with little reliet 
and was immediately admitted into the Civil Hospital there for frequent cathetertza- 
tion. Since prostatectomy was refused in both hospitals the patient transferred 
himself to us. On admission the trocar wound in the suprapubic area had abscessed 
and it was necessary to heal this infection with antibtotics while the urine was 
drained through a retention catheter. His prostate was plus four. Laboratory 
reports showed Hb. 50 per cent; total WBC 19,000; total RBC 5,410,000. Urine 
contained very large numbers of WBC, RBC, epithelial cells and traces of albumen, 
Stools showed Endamoeba histolytwa. Blood pressure on admission was 130 90. 
The dysentery was treated with injections of '» grain emetine twice daily for three 
days and stovarsol one tablet b. d. for eight days. Since our stock of aureomycin, 
chloromycetin and the newer sulfa drugs had been exhausted, sulfaguanidine was 
substituted, 

Thirteen days after admission a suprapubic prostatectomy was done on August 3, 
1952. After the abdominal scars had been excised it was difhcult to identify the 
sheath of the rectus because of a very thick scar. After opening the bladder, 20 
small calcium stones were removed. Considerable hemorrhage occurred while 
enucleating the prostate. The hemorrhage was controlled by inserting a gauze pack 
dampened in 1-1,000 adrenalin solution in the prostatic bed and the pack was left 
in situ to be removed four days later. One ampule of Coagulen was administered 
intramuscularly and one ampule of calcium gluconate was given intravenously. 
Intravenous injection of 350 cc. of 10 per cent glucose was given. Postoperative 
hemorrhage was very slight. The suprapubic wound was completely healed on 
September 10 and the patient was able to pass urine through the urethra without 
dithculty 


Dr. Gordon Seagrave, author of Burma Surgeon," 
was born in 1897 in the country to which he has devoted 
his life After graduating from Dennison University, Dr 
Seagrave completed his medical training at Johns Hopkins 
University in 1920. From chat time forward until orld 
War II he fought against malaria, dysentery, plague and all 
manner of bodily disorders in the Northern Shan States, 
only a few miles from the China border His work was 
done, to use his own words, ‘with a basketful of broken 
down surgical instruments salvaged from Johns Hopkins.”’ 

When Japanese invaders broke into Burma, Dr. Seagrave 
was commissioned a Major in the Medical Corps serving 
under General Stilwell. With him went his devoted Burmese 
nurses to care for the sick and wounded, both American 
and Chinese 

In 1950, with Communist China threatening the Burmese 
border and the Karen tribesmen in open rebellion, Dr. Sea- 
grave was charged with being over-friendly with the Karens, 
and therefore, treasonable to the Burmese Republic. This 
charge he fought with characteristic vigor and obtained complete vindication from the Supreme Court of 
Burma although he was held in a Rangoon jail for many months. Arriving back at his hospital after a 
year of litigation, Dr. Seagrave began to restore his nurses training school and once more the thousands of 
patients that seck him out from all parts of the country began to flow toward the Namkham Hospital. 


Dr. Gorpvon Seacrave 
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A Case of Muscular Dystrophy 
Responding to Therapy 


William Coda Martin, M.D.* 


NEW YORK, N. Y 


The rationale in the treatment of this case of muscular dystrophy was based on 
the belief by the author that this condition is a result of congenital metabolic dis- 
turbance. In his opinion, the pathology found in muscular dystrophy can be com- 
pared with that found in congenital deformities in experimental animals due to 
nutritional deficiencies. 

There is definite evidence of a metabolic disturbance in muscular dystrophy patients 
as revealed by the pathologic findings. 

The most important pathology in this disease is:' (1) fatty infiltration of the 
muscles; (2) increased subcutaneous fat; (3) associated thickened blood vessels in 
the muscles; (4) hypogonadism and undescended testicles in the male; (5) a dis- 
turbance of purine metabolism and low creatinine tolerance. 

These pathologic findings are similar to those in experimental animals. The 
most recent experimental production of congenital anomalies is revealed by Ingals, 
et al,’ on the effect of anoxic stress as a determining cause of congenital deformities. 
It has also been shown that rachitogenic and riboflavin deficiency diets of pregnant 
rats registered an impact on the newborn young.* ‘ Further experimental studies 
on rodents implicate folic acid and pantothenic acid deficiencies. ° 

The importance of the mother's diet in the human being, in relation to well-being 
during and after pregnancy, occupies a prominent place among nutritional studies 
today. There is an increasing body of evidence that a relationship exists between 
the nutrition of the human mother and the development and survival of the baby. 

Data seem to indicate that the weight of the liver of the fetus bears a close re- 
lationship to the dietary intake of the human mother during the last month of 
pregnancy. This is especially true when there is a deficient protein intake.*® 

Elvehjem’ and other investigators* have shown by animal-feeding tests that there 
is a direct relationship between the type of food consumed by the mother and the 
development of the fetus. They showed that muscular dystrophy was one of the 
pathologic conditions found in puppies when mother dogs were fed on fortified 
pasteurized milk or evaporated milk. Skeletal deformities were also found in the 
young. It is believed that heat destroys the essential enzymes and possibly changes 
the structure of the protein. 

These animal experiments can be applied to human beings, as was revealed by the 
studies of human pregnancies by Burke, et al.’ Their report on nutrition and its 


* Assistant Clinical Instructor in Medicine, New York Medical College—Flower and Fifth Avenue 
Hospitals. Associate Visiting Physician in Medicine, Birds Coer Memorial Hospital. Assistant Visiting 
Physician, Metropolitan Hospital. 


relation to the fetus reveals that “‘all of the stillborn infants, all of the neonatal 
deaths but one, all of the functionally immature infants, and most of the congenital 
defects were found in the group of infants born to mothers with poor or very poor 
prenatal diets. In 248 cases, where the maternal dict was excellent or good, 95 per 
cent of the infants were in good or excellent physical condition at birth.” 


The carly pathology of muscular dystrophy which is diagnostic is a fatty infiltra- 
tion of the muscles. This faulty fat metabolism, in the opinion of the author, is 
due to a liver dysfunction resulting from malnutrition during fetal development. 
Therefore, this disease appears to be of congenital origin and not hereditary, as 
previously believed. It is at this carly stage of fatty infiltration that a correction 
of the disease is possible. Later, when the pseudohypertrophy and fibrosis occur 
in the muscles, the condition is apparently irreversible. 


Schoenheimer'’ has shown that the normal animal's body fats are in a state of 
rapid flux. When fat is absorbed, the fatty acids of dietary origin merge with those 
from the fat depot of the tissues, thereby forming a mixture indistinguishable as to 
origin. Therefore, if the liver dysfunction is corrected in muscular dystrophy, it 
is possible, due to the mobility of the fatty acids, to cause a reversal of the fatty 
infiltration. 

If this hypothesis 1s accepted, then the nutritional approach must be the basis 
for treatment in hopes of controlling the progress of this disease. There is further 
basis for this method of treatment in the vast amount of literature that has accumu- 
lated on the relationship of the lipotropic substances with liver dysfunction and the 
associated fat metabolism disturbance. 


It is well-known that dietary deficiencies are always multiple, and therefore, the 
treatment must be based on adequate nutrition supplemented by multiple micro- 
nutrient factors. Milhorat and Bartels'' have indicated that if progressive muscular 
dystrophy is due to deficiency of vitamin E, it most certainly cannot be cured by 
the administration of vitamin E alone. Some factors that ordinarily cooperate with 
E in the body are missing. They claim that the B complex vitamin, inositol, if not 
the missing factor, is at least a partially cooperative agent. 


To correct a multiple vitamin deficiency, the therapy must be complete, intensive, 
and persistent. Dr. Biskind'® states that ‘the proper object of nutritional therapy 
is treatment of the whole organism with reasonably balanced preparations, and not 
simply a pharmacologic attack with massive doses of a single substance."’ 


The treatment must be based on optimum natural diet composed of unprocessed, 
unadulterated foods, free of chemicals, and supplemented with large amounts of 
natural vitamins and lipotropic factors that contain all the identified, as well as the 
as yet unidentified, nutritional factors which play an important role in total nutrition. 


OUTLINE OF NUTRITIONAL THERAPY 


1. Low cholesterol, low fat diet, free of refined sugars and carbohydrates. 


2. Only whole grain bread and cereals. 


3. Certified raw milk. 
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Fresh raw fruits and vegetables daily—extra supplements of vegetable and 
fruit juices. 
Raw fresh calves liver (juice or broiled [rare) liver) daily. 
Lean meat, fish or fowl. 
Nutritional supplements : 
a) Lipotropic substances.* 
b) Crude liver and By intramuscularly daily. 
c) Vitamin E (natural tocopherols 
d) Desiccated liver. 
¢) Multiple vitamins. 
f) Thyroid. 
Daily dosage of above supplements varics with age of child. 


CASE HISTORY 


This Negro female child was the first baby born to the mother and was delivered 
by cesarean section, weighing 6 lbs. She sucked poorly and had to be fed. Her 
development was slow; she sat first at one year, and at 17 months did not stand 
without support. She was able to stand in crib but could not walk. 

She had pneumonia at the age of 7 months, and a diagnosis was also made of 
status thymicolymphaticus. At the age of 15 months, the family physician was 
consulted because the child could not stand. X-rays showed normal osseous de- 
velopment of the feet and no congenital dislocation of the hips. Patient was ad- 
mitted to the Presbyterian Hospital, New York City, on December 20, 1951, at the 
age of 18 months, with a diagnosis of pneumonia. An X-ray showed a right lower 
lobe pneumonia. Examination revealed an obese, listless, and acutely ill baby with 
generalized hypotonicity of muscles. Head: very asymmetric with right frontal 
prominence. Child was able to sit without support but unable to stand; grasp 
moderately good. No abnormal neurologic findings, except that deep tendon re- 
flexes were difficult to elicit but were obtained in biceps, wrist, and abdomen. 
Genitalia: small amount of labial hair; no breast development or real pubic or axillary 
hair present; clitoris normal in size. 

Laboratory Report: hgb. 11.1 grams; WBC. 10,000; polys. 33 per cent; lymp. 58; 
mono. 5; cosin 3; baso. 1; urine negative; Mantoux neg.; ESR 37; calcium and phos- 
phorus normal; alkaline phosphatase 3.0; total protein 5.9. Chronaxy studies: no 
qualitative changes in neuromuscular responses; no evidence of denervation of 
muscular fibers; some quantitative changes only in neuromuscular responses. X-ray 
of chest: loculated pleurisy of right lobe which did not change at all during her 
hospital stay. X-rays of skeleton for bone age: normal osseous development. X-rays 
of long bones: muscular masses small and infiltrated with thick strips of fat density; 
corresponding overlying subcutaneous fat greatly thickened. These were interpreted 
as showing cither primary myopathy or muscular atrophy following cord injury. 


*Methischol was used. 
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X-rays of spine: no abnormalities. X-ray of skull: internal thickening and ridging 
of right parietal bone, which was interpreted as possibly being associated with 
regional neurofibromatosis or residual of interna! cephalohematoma or subdural 
hematoma. Prostigmine test: no response to 0.5 mg. of prostigmine intramuscularly. 
Urine: 17 ketosteroids normal. Papanicolaou smear: class | neg.; microscopic 
examination revealed atrophic type of smear of infant, however, few cornified cells 
present. Psychometric evaluation; Gesell development of 10 or 11 months, which 
was felt to cause retardation apart from muscular dystrophy 

Muscle biopsy taken January 3, 1952: left gastrocnemius degenerative muscular 
tissuc. 

The patient was presented to pediatrics conference at Babies Hospital, New York 
City, January 4, 1952, at which time, it was decided that the picture was one of a 
muscular dystrophy for which no therapy is known. Patient discharged on January 
10, 1952, and to be followed in the outpatient department 

Patient was referred to the author's office for consultation and treatment on 
January 16, 1952, age 18 months. There were no apparent changes in the physical 
findings from those reported above from Presbyterian Hospital one week previously. 

Progress notes: Treatment started on January 16, 1952. The child could not crawl, 
walk, or sit up without support. Child was unable also to talk. 

January 25, 1952: legs stronger able to stand with support 

February 1, 1952: able to take steps with support. 

March 14, 1952: legs stronger muscles of legs more normal; less fatty infiltration; 
muscles more elastic. 

April 11, 1952: able to crawl and stands up in crib alone 

June 20, 1952: developed sore throat with temperature 105 degrees F. Treated with 
penicillin and streptomycin. Recovered rapidly without deterioration of muscular 
strength. 

September 19, 1952: walking improved; mentally alert; speech improved. 

November 19, 1952: walks and runs, but still unsteady. 

December 29, 1952: coordination of muscles improving; able to pick up objects from 
floor from standing position. 

January 30, 1953: very active; runs, plays, dances; talking improved; growth, weight, 

and mental development normal. 


CONCLUSION 


This case of muscular dystrophy in an 18 month old child responded to therapy 
The treatment is based on the hypothesis that muscular dystrophy is due, basically, 
to liver dysfunction with an associated disturbance of the fat metabolism caused 
by malnutrition during fetal development. 

It is reasonable to assume that other early cases would respond to this type of 
therapy. Also, optimum nutrition of the mother during pregnancy should prevent 
muscular dystrophy in the fetus. This is the best approach in the control of the 
disease. 
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FOREWORD 


The objective of the Quanrerty Review or OTroRHINOLARYNGOLOGY AND 
BRONCHOESOPHAGOLOGY, now incorporated in the INTERNATIONAL Recorp oF 
Mepicine, is to bring together in one publication, in concise form, the essence 
of all that is published in otology, rhinology, laryngology, bronchology and 
esophagology from the world’s voluminous literature, so that with a minimum of 
time and expense you are enabled to keep abreast of the rapid progress in these 


special fields of medicine and surgery. 


The organization and simplification of the new data and the separation of the 
less significant findings from the important facts keep you continuously posted. 
The Review or OTORHINOLARYNGOLOGY AND BRONCHOESOPHAGOLOGY 
brings you many new clinical discoveries—improved technics—world-wide _re- 
search—a vast fund of important data, all in concise form. 


The clinical facts presented here are systematically gathered from every avail- 
able source. They are condensed from more than 300 medical and surgical peri- 
odicals, transactions and special publications and are properly classified and 


indexed for quick reference. 


A section entitled “The International Record of Otorhinolaryngology and 
Bronchoesophagology” is included and consists of advanced experimental and 
clinical reports in otorhinolaryngology and bronchoesophagology. 


Including International Record of 


| iar Otorhinolaryngology Bronchoesophagoloy. 


OTORHINOLARYNGOLOGY 


Quarterly Review of AND 
BRONCHOESOPHAGOLOGY 


Incorporating the International Record of Otorhinolaryngology and Bronchoesophagology 


ABSTRACTS 


otology 


Trealment of Otitis Externa and Chronie Otitis Media with Sodium Sulamyd 
Solution 30%. Mavpox, Joplin, Missouri. Eye, Ear, Nose & 
Throat Monthly. AYANI/:571-576, October 1953. 


\ review of the recent literature reveals that the etiology of external otitis and 
chronic otitis media is largely bacterial. The predominant organism is Bacillus 
pyoevaneus, and to a lesser extent slaphylococcus. A small percentage of cases 
are caused by fungi. 

Sodium sulamyd 30 per cent solution has been employed in the treatment of 105 
reported cases of otitis, (29 cases of chronic otitis media with perforations large 
enough to admit the solution into the middle ear cavity and 76 cases of external 
otitis). This solution has been found effective against gram positive and gram 
negative organisms. A concentration of one per cent is bactericidal in vilro, Pseudo- 
monas aeruginosa (Bacillus pyoeyaneus) varies markedly in its susceptibility to 
sodium sulamyd; most strains are killed by a one per cent solution but oecasion- 
ally resistant strains require 4 or 5 per cent solutions. These concentrations are 
readily obtained when the 30 per cent solution is used. The solution is not fungi- 
cidal, but after bacterial control the regular fungical agents are more effective. 

The ears were cleansed thoroughly with 70 per cent alcohol and Sulzberger 
iodine powder insufllated to acidify the external auditory canal. Five drops of 
sodium sulamyd 30 per cent were instilled in the affected ear every three hours 
for two days, then four times daily for a week, continuing the latter dosage if 
necessary, 

Sodium sulamyd solution 30 per cent combats external otitis and otitis media 
with perforation. Itching due to contact allergens, fungus infections, and food 
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allergies must be treated with desensitization, withdrawal of the allergen, and 
specific medication. In the author's experience, relapses usually could be traced 
directly to allergic manifestations. 

Results of a study of 105 patients (29 cases of otitis media and 76 cases external 
otitis) treated routinely with sodium sulamyd solution 30 per cent and Sulzberger 
iodine powder are presented, 

Excellent results with no relapses occurred in 82 cases (78.1 per cent). Marked 
improvement was noted in 17 cases (16.2 per cent) and allergic factors were held 
responsible for relapses. Two patients (1.9 per cent) had occasional recurrences. 
Two patients (1.9 per cent) were unable to tolerate sodium sulamyd solution 30 
per cent. Two patients (1.9 per cent) did not respond to sodium sulamyd solution 
30 per cent. 24 references. Author's abstract. 


Changes in Otologic Patlerns Following Inadequate Penicillin Therapy. 4. 
NAKO AND Gy. HAsTs, Budapest, Hungary. Acta oto-Laryng. ALI/1:161 
165, August October 1953. 


Otologic diseases inadequately treated with penicillin take an atypical course. 
This manifests itself in the fact that a period characterized by apparent restitution 
is followed by a period of exacerbation with violent symptoms. The pattern so 
developed has little resemblance to such otitis complications which originally 
were not treated with penicillin. 

The complications of otitis inadequately treated with penicillin are related to 
circumscribed processes which display this character both clinically and at oper- 
ation. These processes, though of short duration, give the impression of chronic 
processes. 

Our observations show that the morbid process of the mastoid is simultaneous 
with that of the middle ear. Its cure requires higher penicillin doses than does the 
tympanic process, 

The effect of penicillin, causing a change in the course of the disease, suggests 
that these patients should be subjected to special care and observation. \-ray 
examination and repeated checks of the sedimentation rate are of much help in 
such cases. 6 references. 1 figure. Author's abstract. 


The Surgery of the Temporal Bone. TeRENCE CAwrHorNe, London, Eng. 
J. Laryng. & Otol, 67:377-391, July 1953. 


The temporal bone is one of the great gateways of the skull, and upon the in- 
tegrity of this interesting, intricate, and vulnerable bone depend our hearing, our 
balance, the facial expression of our emotions, and at times, even life itself. 

However, in the past decade there has been a sharp decline in the number of 
lifesaving operations performed for the relief of suppurative disease and its com- 
plications. This is due to the efficiency of the antibiotics in the management of 
acute respiratory and acute aural infections. Nevertheless, the need for such 
operations may at times be as urgent as it ever was, though the urgency may not 
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be so obvious, At the same time as this decline in lifesaving, health restoring 
operations, there has been a more than proportionate increase in the number of 
operations on the temporal bone for nonsuppurative conditions and these are almost 
entirely concerned with the restoration of function in the shape of hearing, balance, 
or facial movements. Now, though the restoration of function may not be so 
dramatic as saving life it is very satisfying, and surgically it is infinitely more 
delicate. In consequence, new technies have had to be devised and learned. Ihu- 
mination has to be more powerful and magnification, either by means of glasses or 
a binocular dissecting microscope, are needed. Careful hemostasis is necessary and 
specially fine instruments have had to be devised. Special training and practice 
are needed for most of these operations because the margin of error is so small 
that really adequate preparation is essential. Fortunately, temporal bone surgery 
lends itself well to cadaver practice, and everyone undertaking the newer forms 
should prepare himself by adequate practice on the cadaver and above all by 
watching experienced surgeons. [tis not really possible to learn details of a new 
operation from any written description, nor for that matter is it possible to include 
all that the surgeon will need in an article. 

These new technics have undoubtedly added to the difficulty of temporal bone 
surgery but they have also added to its fascination, The aural surgeon need no 
longer devote most of his time to the letting out of pus and the removal of soft 
bone and diseased tissue. He will still have to do a certain amount of this, but 
he can also turn much of his time to the restoration of hearing, balance, and facial 
movements by means of delicate and clean operations in and around the temporal 
2 tables. Author's abstract. 


bone. 61 references. 


1 Simplified Method of Patching Traumatic Perforations of the Tympanic 
Vembrane. curtis bp, BENTON, Jn, Ft. Lauderdale, Florida, Kye, Ear, 
Nose & Throat Monthly. AAXA//:6033-634, November 1953. 


Traumatic perforations of the eardrum will often heal spontaneously, but for 
those which do not a relatively simple method is available for facilitating the heal- 
ing process, A tissue paper disc is affixed to the tympanic membrane to cover the 
hole after infection has been eliminated. This type of treatment has been de- 
scribed in previous articles by other authors. The purpose of the present report 
is to describe a simple and effective method for introducing the patch into the ear 
by utilizing suction. A small rubber tubing, held with one end in the operator's 
mouth, is attached to a straight sinus tip. The moistened paper dise is held against 
the open end of the suction tube by negative pressure and released into position 
on the ear drum by positive pressure. Nine cases of perforation were treated by 
this method. In all, healing was complete in 14 to 15 days. No treatment was 
necessary once the drum hole was covered. When it appeared that the perforation 
had closed, the paper dise was moistened and removed. If closure of the hole was 
incomplete, as found in two patients, a fresh paper was reapplied to the drum and 
left in place until healing was complete. 5 references. 1 figure. -Author’s abstract. 
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Masking and Falique Effects of White Noise in Connection with Speech Tests 
in Oloselerolic Subjects. CARLO SAMBATARO AND GIULIO PESTALOZZA, Milan, 
Italy. Laryngoscope. LA/117:732-738, August 1953. 


Comparing the curves showing threshold shift in the normal ear with that of the 
otosclerotic ear, it is noted that for low intensity levels of white noise the shift is 
far lower in the case of otosclerosis than in the normal (7 db for normal, only 3,2 
db in the case of otosclerosis in the presence of white noise at a 20 db level above 
threshold); for higher intensity values of white noise (20,10 db above threshold) 
the two curves practically coincide. 

This means that the masking effect of low volume white noise on logatomes per- 
ception is lower in the otosclerotic than in the normal, while for higher intensity 
levels the otoselerotic ear behaves as does the normal. 

The second part of our work has enabled us to demonstrate that when an otosele- 
rotic subject is exposed to white noise for 15 minutes at the max. intensity level 
permitted by his hearing loss (60 db above the threshold) the articulation curve 
does not improve as in the case with normal subjects: it remains practically un- 
varied. This affirmation gives undoubted value to the hypothesis concerning the 
reduction of the muscular tone of the middle-car muscles and in particular of the 
stapedium, for the explanation of the phenomenon encountered in normal subjects. 
In fact the second stage otosclerotic ear varies with the normal ear only on the 
mobility of the stapes, which is fixed in the former and mobile in the latter. [tis 
this rigidity which eliminates any effect caused by contraction or relaxation of the 
stapedial muscle. As the threshold in the case of otosclerosis is not improved, it is 


probable that the phenomenon noticed in normal subjects is determined by the 
fatigue condition of the stapedium caused by prolonged and intense sound stimu- 
lation. 10 references. 3 figures. Author's abstract. 


Vestibular Apparatus Intoxication of Experimental Animals with Slreplomycin 
and Dihydrostreplomycin and Mirtures. CLAUDE GRIZZLE AND WINDSOR C, 
curring, San Francisco, California. Acta oto-laryng. 427, Au- 
gust- October 1953. 


A study of vestibular apparatus intoxication in cats was undertaken employing 
streptomycin and dihydrostreptomycin in doses of 150 and 75 mg. per kilogram 
body weight, and in a mixture of 75 mg. per kilogram of each. 

It was found that the lower dose of streptomycin proportionately delayed the 
onset of symptoms as compared to the larger dose, but that when toxic effects 
finally appeared, they were maximal. The smaller dose of dilydrostreptomycin 
produced no vestibular intoxication, and the larger produced complete intoxication 
in only one cat and minimal symptoms in the three others. In the group receiving 
the mixture of both drugs, neurotoxicity occurred at about the same time as in the 
group on the lower dose of streptomycin, and it is therefore concluded that the 
vestibular neurotoxicity was due to the streptomycin component of the mixture. 
3 references. 6 figures. 
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Does a Vestibular Recruitment 4. A771, GIORDA SO AND O, SPELTA, 
Milano, Italy. Acta oto-Laryng. 368, August-October 1953. 


One of the authors noticed, some time ago, that the vestibular reaction showed 
in many subjects a particular behavior: deficient for normal values of stimulation, 
it recovered its strength with increasing the intensity of the stimulation, until 
reaching the normal when the latter was further increased, 

Having made ulterior studies on this first observation and systematized the re- 
search that started three years ago, the authors are now on the point of referring 
detailed report about the results observed. 

1) In some subjects the response of vestibular apparatus shows very clearly a 
behavior which resembles, at least as to character and course, the audiological re- 
cruitment: the function is deficient at the beginning but recovers when the in- 
tensity of the stimulation is increased. 2) Most of the subjects who showed such 
a symptomatology had suffered from head trauma with objective vestibular lesions, 
or were affected by Ménieré’s disease. 3) The anatomo-functional district where 
the phenomenon presumably takes place, according to the authors’ casuistics, seems 
to be peripheral, and more exactly, labyrinthine, as in none of the cases suffering 
from central or nerve lesion such a phenomenon was found, 4) In many cases an 
audiologic recruitment was present, though many other cases showed only the 
vestibular recruitment without any symptom of cochlear damage. 5) The authors 
have reported many hypotheses in order to explain, as far as possible, the phenom- 
enon: recalling the hypotheses that are offered to explain audiologic recruitment, 
some others are reported, which seem to be able to clear up the question, 20 ref- 


erences, 9 figures, 


8. Vestibular Symploms in Carbon Monoxide Poisoning Afler Unilateral Ligation 
of the Common Carotid FLOBERG, Stockholm, Sweden, 
Acta oto-laryng. Supplementum 106:52, 1953. 


This work is an animal experimental investigation of the effect of carbon mon- 
oxide on cats, for the purpose of studying the vestibular symptoms after unilateral 
ligation of the common carotid artery. The investigation is divided into several 
experimental series, comprising altogether 119 animals. In brief, the results are 


as follows, 

1. No regularly recurring, clinically observable vestibular symptoms are obtained 
through daily CO exposure of cats for a period of one month. 

2. CO exposure of cats with unilateral ligation of the common carotid artery 
induces regularly recurring vestibular symptoms; i.e., circus movement and path- 
ologic tipping reaction toward the contralateral side, as well as nystagmus or 
nystagmus preponderance toward the homolateral side. These symptoms persist 
a short time (one to one and a half hours), as a rule, and daily exposure during a 
long period does not cause permanent vestibular symptoms. 

3. A certain CO-hemoglobin concentration (approximately 40 per cent) is nee- 
essary in order consistently to obtain vestibular symptoms after unilateral carotid 
ligation. 
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1. The symptoms obtained do not appear to be due to a peripheral effect upon 
the vestibular pathways, since a destruction of the labyrinth or of the function of 
the peripheral part of the vestibular nerve through streptomycin does not change 
the symptom picture. Probably the point of attack of carbon monoxide is central 
to the vestibular nuclei in the brain stem. 

5. The vestibular symptoms after CO exposure are probably of anoxemic nature, 
since the same symptoms are obtained from exposure to an oxygen-poor gas mix- 


ture. 
6. The carbon monoxide poisoning in these experiments does not appear to affect 


the blood-brain barrier, inasmuch as it is not penetrated, according to fluorescence 


microscopic studies, 


9. Diagnosis by Testing Hearing Above Threshold. BERNHARD LANGENBECK, 
Bonn, Germany. Acta oto-laryng. ALI11:439-456, August- October 1953. 


By means of tests on normal and deaf subjects the quantitative conditions of the 
effect of masking are examined using thermionic noise of a suitable frequency 
characteristic. For ears with a normal nerve of hearing the relation results that 
stimulation by noise is equal to stimulation by tones at the place in question in 
the organ of Corti, if the tone is at threshold of being masked and providing one is 
not too near the threshold of hearing. With the normal ear, the departure from 
this simple law near the threshold is explained by the additive action of tinnitus 
in the normal inner ear; with a person having a hair-cell lesion of the inner ear, this 
simple law of masking is also valid at the threshold in the absence of subjective 
tinnitus. The normal law of masking that “stimulation by tones is equal to stim- 
ulation by noise” does not hold with lesions of the nerve of hearing. In order to 
be heard the tones must be more intense than the noise. 

Using these laws as a basis, an above-threshold noise-audiometric method is 
developed which, with a simple graphical record, enables one by examining a 
single ear to separate in diagnosis a mixed lesion from a pure conductive lesion on 
the one hand and a lesion of the nerve of hearing from a lesion of hair-cells on the 
other, Consideration of the pathological adaptation of hearing and of subjective 
tinnitus yield further diagnostic possibilities. New approaches to the detection of 
simulated deafness emerge. 

This noise-audiometry requires an audiometer which measures the tones in 
physical units of intensity (absolute decibels). 16 references. 9 figures. 


10. Structure of the Organ of Corti 2. Supporting Structures and Their Relations to 
Sensory Cells and Nerve Endings. WANS ENGSTROM AND JAN WERSALL, Stock- 
holm, Sweden, Acta oto-laryng. August October 1953. 


The architecture of the supporting apparatus in the guinea pig cochlea is de- 
seribed in the light of observations made by light microscopy and by electron 
microscopy. The structure of the supporting cells, their fibrillar structures and 
the relation between supporting cells and hair cells, and the relation of the nerve 
endings thereto are discussed. A number of micrographs are presented. 8 figures. 
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11. Pure-Tone Tinnitus Evoked by Acoustic Stimulation: The Idiophonic Effect. 
GORDON FLOTTORP, Oslo, Norway. Acta oto-laryng. VL///:396-415, Au- 
gust-October 1953, 


When an ear is stimulated with a pure tone of a certain frequency and intensity, 
some persons may perceive an extra tone called an idiotone in addition to the 
stimulus tone. The perception may be in the form of beats, roughness, or distinct 
double tones, and it may be followed by a more-or-less rapidly decaying after-tone 
after the stimulus tone has been turned off. 


The pitch of this evoked tinnitus is nearly unaltered by the various frequencies 
that are used as eliciting stimuli, The frequency corresponding to the idiotone is 
characterized by an inability to elicit an idiotone for any intensity, and this fre- 
quency is extremely stable. No change was found during three years of experi- 
mentation, 


The influence of various aspects of the stimulus tone upon the evocation and the 
character of the idiotone are described, 


A correlation is found between an idiophonic effect and a localized threshold 
change, but no increase in resolving power seems to accompany the idiotone. 


The source of the idiophonic effect is discussed. It is concluded that the idio- 
phonic effect cannot be used to support a theory of high-tuned circuits (high O 
electromechanical elements) in the cochlea, but rather that it points to some kind 


of time-consuming process, such as biochemical action in sensory elements and nerve 


cells. 30 references. 11 figures. 


12. Observations on the Pathology of Olosclerosis, ®. ¥. OGILVIE AND 1. 8. HALL, 
K:dinburgh, Scotland, J. Laryng. & Otol. September 1953, 


The material obtained from the horizontal semicircular canal of otoselerotic 
subjects treated by fenestration is valuable in that (1) it is unlimited as regards 
supply; (2) it is obtained from living individuals, for the most part in the younger 


age groups and, thus, presumably in the earlier stages of the disease; and (3) it 


may be correlated in respect to any pathology with the clinical features and post- 


operative progress of the patient, For these reasons the specimens taken from the 


otosclerotic subjects agreeing to fenestration in our hospital during the past few 


years are here subjected to analysis, particularly as regards the nature and course 


of the disease, 


The operative material consists of the roof of the ampullary end of the hori- 


zontal semicircular canal obtained through the fenestration of 125 more or less 
consecutive and thus unselected cases of otosclerosis. The control material com- 
prises the bone from the same part of the horizontal semicircular canal secured 
post mortem from 33 subjects dying as a result of various diseases, 


No evidence of damage is present in the material from the control group, but 
16 cases or 13 per cent of the otoselerotic group show signs of disease in the am- 


pullary region. One otosclerotic case operated on at an interval of 27 months 
exhibits bilateral damage in the fenestration area. The affected cases consist of 
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10 females aged 28-46 (average 36) years, and 6 males aged 24-51 (average 37) 
years. 

The damage occurs in diffuse and local forms, and also exhibits various grades of 
activity. The diffuse and local diseases occur separately in seven specimens each, 
and in combination in three specimens. 

The diffuse damage involves absorption and deposition of the bone through 
osteoclastic and osteoblastic activity respectively, and thereby leads in’ sequence 
to an abnormally cancellous, mosaic, and relatively normal architecture of the 
bone. The immature bone is basophile, excessively cellular and woven, while the 
mature bone is acidophile, normally cellular and laminated. The local damage or 
so-called blue mantle is by reason of its position, mode of formation, structure, fate, 
concurrence With the diffuse disease, and absence in control material, regarded as 
a focal manifestation of the diffuse damage. 

The diffuse disease is classifiable as active, quiescent, or healed, whereas the local 
damage is graded as quiescent or healing. The various stages of the diffuse and 
local diseases are accompanied in one or more cases by hyperostosis. 

Both diffuse and local diseases structurally resemble chronic inflammatory and 
dystrophic conditions of bone and may accordingly be attributed to infective and 
endocrinological factors, acting separately or in combination, 6 references, 39 
figures. | table. Author's abstract. 


nose and sinus 


13. Kraluation of a New Spray Device for Intranasal Medication. v. G. ORNSTON, 
Philadelphia, Pa. Laryngoscope. 714, August 1953. 


This is a report on a series of experiments designed to evaluate the mechanical 
eflicieney of a plastic spray bottle used to administer nasal medications. The 
spray bottle was tested in three ways: by observing the nasal coverage of sulfa- 
thiazole crystals obtained by its use; by comparing the results of spray and drop 
application in 1 patients; and by making x-ray studies of an opaque medium ad- 
ministered by the drop and spray methods. The first test revealed that if the in- 
ferior turbinates were first shrunken by one spray application, another given shortly 
after enabled the medication to reach the olfactory fissure. tn the clinical study 
(which revealed that the spray seemed as effective as drops) 32 of the 19 patients 
achieved good to excellent results. Only 6 had a poor response. Twenty-two 
patients were enthusiastic about the spray. They were impressed by its conven- 
ience, inconspicuousness, and the fact that it “didn't make me gag the way drops 
always do.” \-ray examinations showed that the spray bottle while slightly less 
efficient than properly applied drops did administer the medications effectively. 
It was concluded that the plastic spray bottle is a mechanically efficient device 
and a valuable adjunct to the treatment of intranasal infections. It is the treat- 
ment of choice for those patients who find it impossible or inconvenient to use the 
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drops properly. Pavedrineg sulfathiazole solution, Spraypak, Drilite! and Drilitol 
Spraypak (SKF) were the medications used in this study. Author's abstrael. 


11. Regrowth of Nasal Polyps. HoOLLENDER, Miami Beach, Florida, Eye 
Kar, Nose & Throat Monthly. \.VN/7/:635 638, November 1953. 


Onee a mass of nasal polyps has developed, extirpation becomes an imperative 
procedure, Nonsurgical therapy, including the use of cortisone and ACTH, has 
proved only of palliative value. Tf recurrence or regrowth of polyps is to be pre- 
vented, something more than their conventional surgical removal is necessary. 

The therapeutic approach must take in account the etiology and pathology of 
nasal polyps. Allergy, infection, or a combination of these factors have been held 
responsible for polypoid growths. Semenov, however, considers polyposis as a 
collagen disease, a concept not previously advanced. 

Pathologists are in agreement that polyps are not true neoplasms, On rare 
occasions, they may involve the entire nasal mucosa, 

Even after radical surgery, polyps will recur because the rhinologist has failed 
to make a complete study of the patient, persists in the use of palliative remedies, 
fails to control existing infection, and neglects the application of effective: post 
operative measures. 

Suggestions for improving operative technic are presented. Essential post 
operative steps embrace (1) intranasal hygiene, (2) adequate methods of dealing 
With residual tags, (3) use of radium radiation or zine ion transfer, and (1) indicated 
allergic therapy. 

\ successful plan for prevention of regrowth of nasal polyps should inelude (1) 
correction of etiologic factors, (2) extirpation of the polyps as a hospital procedure, 
and (3) effective postoperative procedures which retard regeneration of hyper- 
plastic tissue. 15 references. Author's abstract. 


15. Walignant Tumors Nose and Paranasal Sinuses. 1. VALD. POULSEN, 
Copenhagen, Denmark, Acta oto-laryng, ATE August October 
1953. 


The results achieved by the treatment outlined in this article of malignant 
tumors proceeding from the maxillary sinus and the ethmoid bone bear out the 
fact to which Holmgren and Ohngren have called attention that a systematic 
electrocoagulatory evacuation of the tumor followed, and possibly preceded, by 
radium and x-ray treatment gives better permanent results than other methods. 


In the present series of cases sarcomas responded far better to treatment than 


carcinomas, possibly owing to the greater radiosensitivity of the former, 

The site and extension of the tumor is however, no doubt of greater prognostic 
importance than the histological structure. 

Good permanent results were particularly difficult: to obtain if the tumor was 
localized superoposteriorly in the ethmoid bone, where it was in close contact with 
the lamina cribosa and the dura mater. 
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The 5 cases of osseous and dural necrosis resulting i severe cerebral complica- 
tions within th» first few months of operation plainly show the importance of 
arranging the treatment so as to avoid dangerous tissve damage and yet obtain 
radical destruction of the tumor tissue. 

Karly recognition of the presence of a tumor is, of course, of decisive importance. 
It is in this connection worth calling attention to the fact that the great majority 
of our patients were submitted to treatment at a very late point of time, in many 
cases probably later than necessary, if the initial symptoms of these patients had 
been interpreted correctly, 6 references. 2 tables. 


16. Roentgenologie Examination of Inflammatory Affections of the Ethmoid Cells. 
K. FAABORG-ANDERSEN, Copenhagen, Denmark. Acta oto-laryng. 
August October 1953. 


Operative control performed shortly after roentgenologic examination in 56 
cases of ethmoidal sinusitis revealed the presence of free pus in only a small pro- 
portion of the cases in which haziness of the cells was observed roentgenologically. 

In all cases in which roentgenography showed blurred outlines of the cells there 
was surgical evidence of severe changes in the mucous membrane of the ethmoid 
cells. 

On operative intervention normal cells were found in only well over 50 per cent 
of the cases in which roentgenologic examination disclosed no abnormality of the 
ethmoid cells. 5 references. 3 figures. 3 tables. 


allergy 


17. Studies on the Histopathology of Pollinosis; Especially Concerning the Absorp- 
lion of Pollen Through the Nasal Mucosa, ovy stromme. Acta oto-laryng., 
Supplementam CIV 73-71, October 1953, 


A short account is given for fertilization in plants, that the pollentube penetrates 
homogenous plant tissue to reach the ovule, and previous investigations on the fate 
of pollen in the human system are mentioned. A review is given of the literature 
on absorption of particulate matters through the nasal mucous membrane. In 
some few instances absorption of tiny amounts of insoluble particulate matters 
have been demonstrated in the olfactoric part of the nasal mucous membrane, but 
the size of such particles appears never to have exceeded one micron, and are usu- 
ally explained by a lesion of the nasal epithelium. 

The author's own investigations on different methods of sensitization of guinea 
pigs with rye and birch pollen are reported on, and the best method for experi- 
mental pollinosis appears to be the combined nasal and intraperitoneal one. 

Evidence is presented indicating pollen to hamper the ciliary action. 

In the main investigations normal and sensitized guinea pigs were exposed to 
pollen, and by histological sections from specimens of nasal mucosa removed at 
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different intervals after exposure to pollen, it was demonstrated that pollen pene- 
trates the nasal mucosa of most animals, both normal and sensitized, in some few 
minutes, and wanders in the tissue towards the periost that may be reached in 
fifteen minutes or more. More penetrated pollengrains were jound in sensitized 
mucosa than in the normal one. Histologically it is demonstrated that penetrated 
pollengrains swell up in the tissue simultaneously as the pollengrain gives off vari- 
ous substances of its own to the tissue around, 

After penetration through the nasal epithelium the pollengrain generally tends 
to wander towards the perichondrium and further, but some pollengrains are 
broken down in the nasal mucosa, A pigmented substance given off by the pollen- 
grain in the tissue marks the track that the pollengrain wanders, 

\ similar looking substance, possibly a little paler, is found in the nasal mucosa 
after pollen extract has been dropped into the nose. 

Several alterations in the nasal epithelium of guinea pigs sensitized with pollen 
are described, and areas of goblet cells, mucoid metamorphosis and degeneration, 
and endo-epithelial glands are found and interpreted as epithelial reactions to re- 
peated exposures to pollen. 

The question of how the pollengrain penetrates the nasal epithelium and the 
nasal mucosa as a Whole is discussed, and it appears mainly to be due to faculties 
harbored in the living nasal mucosa, but possibly combined with a factor in pollen 
that is heat-resistant, not easily extracted with ether, water and aleohol, but 
possibly extractable in Coca’s alkaline fluid, and destroyed by a watery solution of 
iodine. 

Finally, a timetable of the cellular reactions due to the pollen allergen in nasal 
mucosa of sensitized guinea pigs is given. The vasco-glandular, the histiocyte- 
eosinophile, and the lymphoid reactions are discussed, reaching their peaks after 
minutes, hours, and days respectively. The role of the nasal mucosa as an im- 
portant antibody-producing organ is stressed, and preliminarily a possible conclu- 
sion is suggested as to the treatment of pollinosis. 


esophagology 


18. Dysphagia Due lo Cervical Spondylosis. rraxcis Liverpool, England, 
J. Laryng. & Otol, October 1953. 


Cervical spondylosis, formerly called osteoarthritis of spine, has recently been 
found to be the cause of serious neurologic disorders: compression of the spinal 
cord, causing spastic paraplegia and weakness of arms, and compression of cervical 
nerve roots, producing weakness and atrophy in the upper extremities with sensory 
and reflex disturbances, It is less well-known that cervical spondylosis may be 
the cause of dysphagia although the condition is not uncommon. 

The pathogenesis has been deseribed by Schmorl, who coined the present name 
of “spondylosis.” Senile degeneration of the cervical intervertebral dise is the 
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primary cause, the formation of osteophytes being secondary. With gradual de- 
generation of the intervertebsal disc, its norma! cushioning effect is lost, and the 
weight of the head is borne by the neusocentral joints of Luschka, which form the 
anteromedial boundary of the intervertebral foramen, As the result of increased 
strain, osteophytes form and may protrude into the intervertebral foramen and 
compress the cervical nerves, or on the poslerior aspect of the vertebral bodies 
lead to fixation and compression of the contents of the spinal canal and neurologic 
symptoms, or on the anterolateral aspect of the bodies, where they may cause 
dysphagia. The intervertebral discs most commonly affected are those between 
5-06 and e6-c7, The reason is probably the great mobility of the cervical spine 
in this region. 

The clinical features of the disease are described from case histories of 6 patients 
seen ina single year, All of them were over 50 years of age. Cases are on record 
Where the dysphagia was of such severity as to require temporary gastrostomy, 

The acute phase of dysphagia is explained by edema of the retropharyngeal 
tissues, Which is reaction to the protrusions, The reaction takes place mainly in 
the delicate, loose fibroareolar tissue filling the retropharyngeal space. Para- 
pharyngitis and paraesophagitis lead to fibrosis, adhesions, and fixation of the 
gullet and may cause paralysis of the recurrent laryngeal nerve, which it surrounds, 
Ii may also cause stricture of the esophagus originating from without. The struc- 
ture is soft, unlike that caused by lesion of the mucosa from within as after ingestion 


of corrosive fluids. 
The above findings are compared with those observed by neurosurgeons, when 
the osteophytes were situated on the poslerior aspect of the vertebral bodies. Thus, 


cervical osteophytes produce reaction in the adjacent tissue, whether they are on 
the posterior or anterior aspect of the vertebral bodies. If situated anteriorly they 
lead in the acute stage of the disease to edema of the prevertebral tissues causing 
acute dysphagia, due to interference with the normal distension of the pharynx 
and esophagus during the passage of bolus, and later to fixation of their wall by 
parapharyngitis and paraesophagitis, preventing the normal gliding movement of 
the pharynx and interfering with the passage of a peristaltic wave of the pharyngeal 
constrictors. “The fixed and indistensible pharyngeal wall is the cause of dysphagia. 
This complaint need not be present in every case of cervical spondylosis, similar to 
neurologic symptoms, Which may or may not be present in cases of posterior osteo- 
pliytes, because the slow progress of the disease most commonly allows accom- 
modation of nervous and pharyngeal tissues alike. 

Ksophagoseopy is essential in order to exclude other possible causes of dysphagia, 
especially malignant disease, which may coexist. Even greater care than usual 
must be exercised during esophagoscopy, because cervical spondylosis has been 
found to be an important cause of instrumental perforation in the postericoid 
region during esophagoscopy and gastroscopy. Unnecessary extension of the neck 
during these procedures must be avoided because spondylosis predisposes to tearing 
and protrusion of the intervertebral disc, especially under general anesthesia with 
the muscles relaxed and the cervical dise thus deprived of their protective spasm. 
Under such circumstances, the prolapsed intervertebral dise may cause quadri- 
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plegia from compression of the cord and cervical root lesions. Esophagoseopy by 
its dilatatory effect has some therapeutic value, it allows dilatation of a stricture, 
should it be present. Understanding of the relation of cervical spondylosis to 
dysphagia would avoid labelling many of these patients as “neuroties.”” 25 refer- 
ences. 9 figures. —Author’s abstract. 


laryngology 


19. Ankylosis of the Jaw. Lewts, Atlanta, Ga. Eye, Bar, Nose & 
Throat Monthly, November 1953. 


The etiology of ankylosis of the temporomandibular joint may be divided almost 
equally between trauma to the joint and infection in the region of the joint. Among 
numerous causes are: (1) abnormal intrauterine development; (2) birth injury (by 
forceps in particular); (3) trauma to the chin forcing the condyle against the gle- 
noid fossa; (1) malunion of condylar fractures; (5) injuries associated with fractures 
of the malar-zygomatic compound; (6) loss of tissue with scarring (war injuries in 
particular); (7) congenital lues; (8) primary inflammation of the joints (rheuma- 
toid arthritis, septic arthritis, Marie-Strumpell’s disease); (9) inflammation of the 
joint secondary to a local inflammatory process (otitis media, mastoiditis, osteo- 
myelitis of the temporal bone or the condyle of the mandible); (10) inflammation 
of the joints secondary to a blood stream infection (septicemia, scarlet fever, ter- 
tiary ues): (11) metastatic malignancies; (12) inflammation secondary to radiation 
therapy. 

The onset is most frequently in the younger age group and commonly is from 
three to six years. With this early onset, there are frequently developmental de- 
formities of the jaw. These are most common in cases of bilateral ankylosis which 
causes a marked underdevelopment of the whole jaw and a receding chin with 
malocclusion of the teeth. In severe unilateral ankylosis, there is a marked asym- 
metry of the jaw and of the chin. There is some abnormality in development in 
almost all cases developed before the age of twelve years. 

In bilateral ankylosis, treatment is especially mandatory and surgical treatment 
has been considered important since 1851. The treatment consists most com- 
monly of the surgical removal of a section of bone from the ascending ramus in 
order to create a false joint on the affected side. In bilateral cases surgery consists 
of two stages and less frequently of one stage correction bilaterally. Surgery 
should be carried out very carefully in order to avoid the fine branches of the 
facial nerve, and a description is given of the surgical technic used by the author. 

Attention is called to the importance of follow-up care to include: (1) early 
ambulation; (2) dental care: and (3) the correction of secondary deformities. The 
asymmetry and underdevelopment of the jaw should be improved by preserved 
cartilage implants to the chin or bone grafts as indicated. Dental care is very 
important to improve the oeclusion and to replace the missing or badly aligned 
teeth. 3 references. 2 figures. Author's abstract. 
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20. Papillary Cystadenoma of the Larynr. v. RANGER AND A. ©. THACKRAY, Lon- 
don, England. J. Laryng. & Otol. LXVIT;:609-614, October 1953. 


A case is described concerning a woman aged 50 who had had bronchiectasis 
since the age of three and a hoarse voice as long as she could remember, There 
were smooth submucosal swellings on both sides of the larynx above and below 
the normal vocal cords. Biopsies from separate areas all showed regular papillary 
cystadenoma arising in mucous glands. 

Such tumors are extremely rare and in none of the other reported cases does 
there seem to have been any of the intracystic papillary proliferation which was 
such a pronounced feature of the case described in this paper. 

The histologic appearance suggested that in this case chronic inflammation of 
the larynx had led to narrowing of the ducts of the mucous glands with accumulation 
of secretion and with hyperplasia of the columnar epithelial lining of the retention 
cysts. 

In the absence of dyspnea no treatment seemed indicated in this case. 3 refer- 
ences. 6 figures. Author's abstract. 


pharynx 


21. Incidence of Poliomyelitis Following Tonsillectomy or Adenolomy. 1. VALD. 
POULSEN, Copenhagen, Denmark. Acta oto-laryng. VL//7:482- 487, Au- 
gust-October 1953. 


Seven hundred and fifty cases of poliomyelitis seen during the poliomyelitis 
epidemic in Denmark during 1950 have been investigated for the purpose of ascer- 
taining whether a causative relation exists between recently performed tonsillec- 
tomy or adenotomy and development of poliomyelitis, and if so, whether such 
poliomyelitis patients recently operated on are more liable to bulbar involvement 
than those not recently operated on in the pharynx. The statistical analysis 
showed neither a clinically nor a statistically significant difference between the 
actual and the expected frequency of poliomyelitis among patients recently tonsil- 
lectomized or adenotomized, Hence, it seems unreasonable to cease with operations 
in pharynx and nasopharynx, if such are indicated, even during the months when 
poliomyelitis is known by experience to oceur most frequently. 9 references. 


“it's so nice to eat 
tasty food again” — 


TABLET 


NEOHYDRIN 


NORMAL OUTPUT OF SODIUM AND WATE 


4 


PRESCRIBE NEOHYDRIN whenever there is retention of sodium and water 
except in acute nephritis and in intractable oliguric states. You can 
balance the output of salt and water against a more physiologic intake 
by individualizing dosage. From one to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. There are 18.3 mg 
of 3-chloromercuri-2-methoxy-propylurea in each tablet. 
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3 common causes of the “chain reactions” 
that keep your phone ringing... 


minimized by a Pore mil 


a BREMIL formula minimizes the possibility of 
hyperirritability caused by subclinical tetany . . . 
because BREMIL guarantees a stable, calcium- 
phosphorus ratio of 1',:1. 


a BREMIL formula minimizes the possibility of 
digestive upsets... because BREMIL provides the 
same small, flocculent curd and the same finely 
emulsified fat pattern as breast milk. 


a BREMIL formula minimizes the possibility of 
excoriations caused by ammoniacal urine. . . 
because of the addition of methionine’ to BREMIL. 


BREMIL is virtually “instant”... needs only boiled 
water for a complete formula (including full 
multivitamin and iron requirements) ... costs no 
more than ordinary formulas requiring vitamin 
adjustment. In 1-lb. tins at all pharmacies. 


For samples and literature, write to: 
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The BORDEN Company 
350 Madison Ave., New York 17 
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